INTERNATIONAL ABSTRACT 


OF SURGERY 


JUNE, 1920 


ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Soresi, A. L.: Haemostasis Obtained with Small 
Rubber Bands Instead of Ligatures. N. York 
M.J., 1920, cxi, 96. 

It is claimed by the author that rubber bands are 
preferable to ligatures except where they may 
become the center of a calculus as in the bladder. 
The band is slipped over the artery forceps and 
boiled with the instrument. The vessel having been 
caught in the usual way, the band is dislodged from 
its seat over the hinge with the thumb forceps and 
slipped to rest around the vessel. Unlike a ligature, 
the band cannot slip, cut, or come untied. Moreover, 
it can be applied more rapidly and effects hemostasis 
more readily, as it requires no tying or cutting. 

The author claims that pure rubber is better 
tolerated by the tissues than any other material. 
As the technique in the use of rubber bands elimin- 
ates contact with the hands, infection is impossible. 
Rubber bands are cheaper than ligatures and when 
they are applied the stumps do not slough. 

M. J. GELPI. 


Rouffart, E.: The Value of the Various Laparotomy 
Incisions in Gynecology and Obstetrics (De la 
valeur de différentes incisions dans les laparotomies 
en gynécologie et en obstétrique). Arch. mens. d’obst. 
et de gynéc., 1919, viii, 577. 

Rouffart states that the anatomical structure of the 
abdominal wall gives at least a theoretical superior- 
ity to transverse incisions. The most important 
question to be considered as regards any abdominal 
incision is eventration. In debilitated women who 
suffer from malnutrition or the effects of a malig- 
nant tumor, nephritis, syphilis, or other condition 
the vertical laparotomy is often followed by rupture 
of the abdominal sutures and intestinal hernia. 
Surgeons who have used the Pfannenstiel incision, 
on the other hand, have not observed such eventra- 
tions. 

By substituting closure in four planes for closure 
in one plane, Winter of Berlin decreased the incidence 
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of eventration.from 50 to 8 per cent. Most even- 
trations occur when a primary union is not obtained, 

In transverse incisions which heal by first inten- 
tion the percentages of eventration have been low, 
varying from 3 to about 6 per cent. Rapin collected 
3,139 cases of transverse incisions in which there were 
only 7 cases of hernia and in this article Rouffart 
reviews 1,506 cases in which postoperative hernia 
occurred in only 0.33 per cent. 

Rouffart sums up his study as follows: 

1. While meeting all the exigencies of operation, 
the median longitudinal laparotomy incision in 
some cases gives rise to eventration. This sequela 
is especially frequent in wounds uniting by second- 
ary intention. 

2. Every median longitudinal incision should be 
sutured in such a manner that the scar is reinforced 
by the recti muscles. 

3. Lateral longitudinal incisions which divide the 
muscles and disturb their nutrition by sectioning 
the nerves should be rejected as they predispose to 
eventration. 

4. Because of its superiority from the anatomical 
and clinical viewpoints the transverse incision is to 
be preferred to the longitudinal incision in the major- 
ity of gynecological and obstetrical laparotomies. 

W. A. BRENNAN. 


ANZSTHESIA 


Rood, F.: Anzsthesia in Throat and Nose Opera- 
tions. Lancet, 1920, cxcviii 433. 


The author advocates ether as the proper anas- 
thetic for operations upon the nose and throat. 
There are two degrees of anesthesia, deep and light. 
In the former the reflexes are gone, the pupils are 
dilated, the light reflex is absent, and the respirations 
are shallow and regular. In light anesthesia there 
is muscular relaxation and regular respiration but 
the laryngeal and pharyngeal reflexes are still 
present. In this type the patient is able to cough 
up blood and in some cases there may be a 
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spasm of the cords with marked dyspnea. The 
author therefore advocates the deep anesthesia. 
He describes a method by which it can be induced 
in from six to eight minutes with a saturated wad of 
loose gauze similar to the Clover inhaler. 

This method has a special application in otorhino- 
laryngological surgery. By its use inhalation of 
blood due to the absence of pharyngeal and laryn- 
geal reflexes is prevented and postnasal packs be- 
come unnecessary. The annoyance of churned-up 
blood caused by the return blast of air in the 
intratracheal insufflation method is also avoided. 
In tonsil and adenoid surgery this deep ether 
anesthesia is preferable when the nasopharynx is 
made dependent by raising the shoulders and bend- 
ing the head back. It gives the operator a quiet 
field and ample time to stop hemorrhage. It is 
advantageous also in laryngeal work when there is 
danger of spasm of the cords and pharynx. In 
cases of obstruction due to a tumor, however, 
chloroform may be indicated to avoid the conges- 
W. J. GREENFIELD. 


Dowman, C. E.: Local Anesthesia in Neurosur- 
gery, with Special Reference to Its Value in 
Evulsion of the Sensory Root of the Gasserian 
Ganglion. J. Am. M. Ass., 1920, lxxiv, 382. 


Local anesthesia is now being employed in every 
branch of surgery. Until recently its application to 
brain surgery was strictly limited, but the expe- 
rience of the war so greatly widened its field that 
at the present time it is used successfully for such 
operations as subtemporal or cerebellar decom- 
pression, drainage of brain abscesses, elevation of 
depressed skull fractures, exploration for tumors or 
cysts, laminectomies, operations on the peripheral 
nerves, and the removal of the gasserian ganglion. 
By means of it the danger of haemorrhage and shock 
is almost entirely eliminated. 


SURGERY OF THE 
HEAD 


LeCount, E. R., and Apfelbach, C. W.: The Patho- 
logic Anatomy of Traumatic Fractures of 
Cranial Bones and Concomitant Brain In- 
juries. J. Am. M. Ass., 1920, Ixxiv, 501. 


The authors report the autopsy findings in 504 
cases of fracture of the skull with injury to the brain. 
About 85 per cent of the cases were simple linear 
fractures with branches. In the remainder the 
bones were extensively comminuted and some of the 
fragments were depressed. While the bones of the 
cranial base were involved slightly more than those 
of the vault, both were involved in varying degrees 
in all but about 8 per cent of the cases. When 
grouped according to the fosse chiefly affected, the 
incidence was as follows: posterior fosse, 178; 
middle fosse, 166; anterior fosse, 61; vault, 40. 


The author uses a 0.5 per cent procaine so- 
lution each ounce of which contains 15 minims of 
adrenalin 1:1,000. This he injects by means of a 
long needle and a Luer syringe with a capacity of 
at least 20 ccm. 

In operations on the gasserian ganglion and its 
roots the first injection is made through the scalp 
above the galea and followed by massive infiltration 
along the field of operation. The skull can now be 
entered painlessly and, as is well known, the dura 
and brain are insensible to pain. The dura is gently 
retracted, the middle meningeal artery exposed and 
clamped, and the mandibular branch of the ganglion 
exposed. As the foramen ovale is reached the third 
branch is injected and by following its course the 
ganglion itself is anesthetized. The sensory root 
can now be avulsed without any discomfort to the 
patient whatsoever. 

While as a rule the dangers of the method are 
slight and the advantages are great, the procedure 
is not advocated for children or very nervous adult 
patients. Louts HANDELMAN, 


SURGICAL INSTRUMENTS AND APPARATUS 


Watson, E. W.: An Instrument for Illumination 
and Suction in Certain Suprapubic Operations. 
J. Am. M. Ass., 1920, \xxiv, 389. 


The author describes an instrument which he 
devised for illuminating the bladder and emptying 
it of blood or urine during operations in which a full 
view of the operative field is necessary as in resections 
of the bladder wall, transplantations of the ureter, 
etc. 

The instrument consists of a lamp carrier which is 
inserted in place of the obturator after the introduc- 
tion of the cystoscope, and of a section channel at 
the outer end of which is a connection for the attach- 
ment of a suction pump. Horace Binney. 


HEAD AND NECK 


Of the injuries of the brain concomitant with 
fracture of the cranial bones those of the outside of 
the brain were most frequent, owing partly to the 
in-bending of the cranial bones, but chiefly to the 
bumping of the brain against the bones. 

Wien the brain is bruised subdural traumatic 
hemorrhages result most frequently from lacerated 
cerebral veins. The cortical vessels also are often 
bleeding and torn. 

The most frequent change noted in autopsies on 
patients dying from fracture of the skull was 
traumatic oedema of the brain, and in a few cases 
this was the only change of sufficient importance 
to explain the death. As in other forms of cedema of 
the brain, the convolutions are flattened, the cerebral 
veins relatively empty and flattened, the peripheral 
ends of the sulci closed up more or less tightly, and 
the fluid in the leptomeninges is greatly lessened. 
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When the cedema is marked, the visceral layer of 
the arachnoid is dry and finely granular. 

The authors give the histories of the cases with 
illustrations and measurements of the fractures and 
blood clots. H. A. McKnicat. 


Adson, A. W.: The Surgical Treatment of Gum- 
matous Osteitis of the Skull. J. Am. M. Ass., 
1920, Ixxiv, 385 


Gummatous osteitis occurs in late syphilis and 
involves the outer table of the skull alone or the 
outer and inner tables plus the dura and the brain. 
The gumma may be an isolated condition, but is 
more apt to be associated with numerous lesions 
on the skull. These lesions vary in size from 0.5 to 
4 cm. The smaller ones present a fluctuating mass, 
while those which are larger are necrotic sup- 
purating ulcers of the bone and usually open spon- 
taneously. 

In addition to specific treatment, local surgical 
treatment consisting of the removal of the seques- 
trum or dead bone is necessary. The author 
reports a case of brain abscess in which wound 
infection developed after operation and resulted in 
retraction of the skin edges and exposure of the 
parietal bone over an area measuring about 9 by 
6cm. Considerable difficulty was being encountered 
in effecting granulation when the child accidentally 
bumped its head, loosening the outer table of the 
exposed bone. This was then lifted off and granula- 
tion quickly followed. 

The same principle has since been applied in 4 
cases of gummatous osteitis. That is, the skin 
margins were elevated and freshened and the 
necrotic bone was removed with a chisel or rongeur 
to a depth where living bone was exposed. After 
the removal of the sequestrum, wet dressings 
saturated in either boric acid or saline solution 
should be applied. If granulation is slow after this, 
resort may be had to skin grafting. 

In a brief summary the author suggests that 
similar treatment be applied also to areas of denuded 
bone in non-luetic cases since granulation will 
always be hastened by the removal of the outer 
table of the skull. 


Henschen and Nager: Operation by the Paranasal 
(Transethmoid) Route in Cases of Hypophyseal 
Tumors; Remarks on the Surgery of the Base 
of the Brain (Die paranasale (transethmoidale) 
Operation des Hypophysis Tumors nebst Bemerkun- 
gen zur Chirurgie des Schaedelbasis). Cor.-bl. f. 
schweiz. Aerzte, 1919, xlix, 1289. 


The authors give a résumé of the various surgical 
methods employed to remove hypophyseal tumors as 
well as those used in operations involving the base 
of the brain in general. They mention especially 
the transethmoid method, the septal method of 
Hirsch. This was used in 60 reported cases, 35 of 
which were operated upon by Hirsch himself. 
The mortality was only 13 per cent while in cases 
operated upon by the Schloffer-Eiselberg method 


it was 35 percent. In 39 sublabial septal operations 
performed by Cushing there was only 1 death. 

The authors give also the details of a case operated 
upon by Chiari’s paranasal transethmoid method. 
The patient was an electrician 30 years of age who 
for some time had noticed that his hands and feet 
were increasing in size. This change was-associated 
with loss of appetite, nervous disturbances, fatigue, 
headaches, and progressive sexual impotence. 
Examination revealed general thickening of the 
bones, especially those of the cranium and extrem- 
ities, marked adiposity, atrophy of the testicles, 
and bitemporal hemianopsia. Three months later 
there was a lacteal secretion from both breasts 
which chemical examination showed to be quite 
similar to woman’s milk. A roentgenological exami- 
nation demonstrated marked thickening of the bones 
of the head, abnormal enlargement of the sinus cavi- 
ties, and considerable enlargement of the sella turcica. 

A left paranasal (transethmoid) operation was 
done under local anesthesia. Hemorrhage was not 
excessive and there was no pain except at the. 
moment when the sphenoid sinus was trephined. 
When this sinus was opened a few cubic centimeters 
of brownish-yellow fluid escaped. The sella turcica 
was cleared by a few strokes of the curette, a tampon 
of iodoform gauze was inserted and brought out 
through the left paranasal fossa, and the paranasal 
incision was sutured. : 

There were no postoperative complications. 
After the first month marked improvement occurred 
in both the subjective and the objective symptoms. 
The feet, hands, head, and breasts became smaller 
and the general adiposity decreased. A roentgen- 
ographic examination showed that the sella turcica 
had contracted in all its dimensions and that its 
fundus, which had been thinned, had become thick- 
er. Twenty months after the operation the patient’s 
general condition was excellent in every respect. 

The histological examination of the tissue removed 
by the curette showed that the hypophyseal tumor 
was a benign adenoma. W. A. BRENNAN. 


Gillies, H. D.: Plastic Surgery of Facial Burns. 
Surg., Gynec. & Obst., 1920, xxx, 121. 


The character and the extent of burn disfigure- 
ments are in direct proportion to the intensity and 
duration of the heat applied. Acid burns are usually 
deep burns of small area, the intervening parts being 
affected only a little or not at all. In flame burns 
of the face the eyelids are most often affected, the 
area next frequently involved being the bridge of 
the nose. Ectropion due to contraction of the eye- 
lids is the first deformity to appear. In very severe 
burns the eyelids may be entirely burned away. 
Corneal ulcers are common. The eyebrows, fore- 
head, and malar regions are vulnerable points. 
Burns about the mouth produce two forms of 
deformity; the angles of the mouth may be drawn 
down or a firm circle of scar tissue may be formed. 

The author offers no data as to the best treatment 
for early burns. In the healing stage, however, 
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Fig. 1. Gillies’ postauricular flap for cheek replacement. 


Fig. 2. Large Wolfe graft from buttock to right 
cheek. 


fibrosis is reduced by diathermy, ionization, mas- 
sage, and protection with a greased mask. 

The best time to begin plastic treatment is when 
the scar has ceased to contract. The various areas 
requiring replacement are taken care of as follows: 

The forehead is replaced by a Wolfe graft. The 
eyebrows are grafted by taking a strip of scalp from 
the mastoid region deep enough to contain the hair 
follicles. Movable eyelids are provided by the 
author’s epithelial outlay operation. The nose is 
covered with a Wolfe graft and the scar tissue about 
the deformity is utilized to form the lining of the 
vestibule. In some cases a flap brought up from the 
neck or chest is applied. For the upper lip a hair- 


Fig. 3. Large chest flap applied to face with two tube- 
pedicles. The left pedicle has been divided. 


bearing strip from the scalp is used. The cheek, 
chin, and lower lip are replaced by transferring a 
large flap of skin from the neck and chest by stages. 
In the hand, scar tissue should be replaced with 
healthy skin. 

The flap operation may be done either by swing- 
ing up a flap with a broad-pedicle base or by the 
author’s tube-pedicle operation which insures a 
better blood supply. This procedure consists in 
outlining a flap the size required on the neck or 
chest and making two parallel incisions. The area 
is then undercut until it is free from the underlying 
tissues and attached only above and below. The 
two free margins are turned forward and sewed 
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together accurately and the cut margins of the wound 
are brought together with tension sutures. Two or 
three weeks later the flap is raised from the chest 
and grafted to the area on the face. Later the 
pedicle is cut away from its original attachment. 

In case of doubtful viability of the grafts, con- 
tinuous warm moist applications are indicated. 

I. E. Brsoxow. 


Blair, V. P.: An Operation for Advanced Carcinoma 
of the Tongue or Floor of the Mouth. Suwrz., 
Gynec. & Obst., 1920, xxx, 149. 


Clinical observation has led the author to the 
conclusion that in spite of their high mortality, the 
majority of carcinomata of the mucosa of the mouth 
and upper air passages are not very malignant for 
some time after their appearance and that the 
present high mortality rate is due chiefly to late or 
inefficient operation or both. Most of the cases 
surgeons are called upon to treat are so far advanced 
as to require the more radical operations and many 
are not properly operable by any of the classic pro- 
cedures. It was the latter type of cases of cancer of 
the tongue and floor of the mouth that led the author 
to a plan of operation which in its thoroughness 
may be compared to the radical operation for cancer 
of the breast. 

Blair believes that his operation is properly 
applicable to the more advanced cases, especially 
those in which the jaw, the floor of the mouth, or 
the base of the tongue are involved, those in which 
there is palpable involvement of the submaxillary 
nodes, and early cases in which, after removal by a 
less radical procedure, examination reveals a high 
grade of malignancy. It has a lower death rate 
than any of the procedures in which the jaw bone 
is cut through. It is easily and quickly done and 
gives speech results that compare favorably with 
partial removals. After total removal of the tongue, 
however, chewing is impossible and deglutition is 
very much impaired. The technique of the author’s 
operation is as follows: 

Forced fluids are given for twenty-four hours 
before operation and a low bloodless tracheotomy is 
done. The use of a local anesthetic is preferred as 
if a general anesthetic is given before the tracheal 
tube is inserted septic material may be aspirated. 
The tracheal tube should be large, at least a No. 6, 
and long enough to reach well into the trachea. No 
attempt is made to clean up the inside of the mouth 
before operation. 

The first incision skirts the lower border of the 
hyoid bone and goes just through the platysma 
muscle. With two sharp rake retractors, the skin 
and platysma above the incision are avulsed force- 
fully upward from the deep cervical fascia, the 
more resistant strands of tissue and the blood ves- 
sels being cut! until the lower border of the mandible 
and the facial vessels crossing it are well exposed. 
At the border of the jaw the facial artery and vein 
are caught with two forceps, cut, and tied above the 
normal site of the buccal node lying on the vessels. 


At the level of the skin incision the facial vein is 
divided between ligatures and after the submaxillary 
salivary gland at its lower border is freed it is drawn 
forcefully upward until the facial artery is well ex- 
posed as it emerges from beneath the upper border 
of the digastric muscle to enter the gland. As far 
as possible from its origin, an inch from the digastric 
if practicable, the artery is caught between two for- 
ceps, cut, and ligated. A search is then made for 
branches of the facial arising within % in. proximal 
to the ligature. There are usually two, a very small 
one and a larger one. These are ligated. Just below 
the outer part of the digastric tendon the fibers of 
the hyoglossus muscle are separated by thrusting 
in the points of dissecting scissors, and the lingual 
artery is grasped and ligated. 

Excision is then done with a cutting cautery, 
starting at the symphysis and cutting through the 
digastrics, geniohyoids, geniohyoglossi, and myohy- 
oid muscles and stripping the periosteum and muco- 
periosteum from the inner surface of the jaw. If 
the ulcer approaches the bone, prolonged cooking 
with a heavy cautery is done. The tongue is next 
drawn out through this opening which brings the 
pillars and the pharynx into plain view and the 
excision is guided by the position and extent of the 
growth. Finally the base of the tongue is cut across 
at the hyoid bone and at this time it is also well to 
remove the lower part of each parotid gland on 
account of the closely associated lymph nodes. 

The lower border of each digastric muscle is 
sutured to the anterior border of the sternomastoid 
with fine tannated gut, and the ligated facial artery 
stumps are left standing out free in the pharynx. 
As a rule moderately enlarged cervical nodes tend- 
ing to protrude from between the sternomastoid and 
the digastric muscles are not removed, but the 
sternomastoid is somewhat freed so that it can be 
sutured over these to the digastric. Before the 
external wound is closed a large catheter is passed 
through one nostril into the pharynx and fastened 
to the upper lip by a strip of adhesive plaster /% in. 
wide. After the excision the larynx drops very low 
and unless the catheter is guided by a finger in the 
pharynx, it is apt to enter the glottis. The external 
wound is closed without drainage with silkworm-gut 
mattress sutures that insure deep approximation of 
the skin and platysma. The cut or burned surface 
of the parotid is not included in the approximation 
as the secretion causes suppuration and induration. 
The floor of the mouth and all other raw surfaces 
are covered with a pack of broad strips of iodoform 
gauze into which balsd#m of Peru is thoroughly in- 
corporated. This pack is left in place several days 
and then renewed as necessary until the sloughs 
separate. 

The patient is put to bed in a semi-sitting posture. 
Proctoclysis is instituted and fluids are given through 
the nasal tube as soon as tolerated. Frequent inhal- 
ations of benzoin-steam, small doses of iodides to 
loosen secretions, and morphine are prescribed when 
necessary. 
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The tracheal tube is retained until danger of 
oedema or respiratory interference from the packs 
has passed. Before the tube is removed a cork is 
inserted into it for twenty-four hours. Usually 
after ten days the patient is able to make very effec- 
tive efforts to swallow but only water is given until 
it is certain that no fluid enters the glottis. When 
this has been demonstrated the nasal feeding tube is 
removed. 

The operation is to be followed later by the radical 
dissection of the lymph-bearing areas of both sides 
of the neck. G. W. Hocurein. 


NECK 


Sistrunk, W. E.: The Surgical Treatment of Cysts 
of the Thyroglossal Tract. Ann. Surg., 1920, 
Ixxi, 121. 

Very early in foetal life, before the hyoid bone is 
formed, the thyroid gland develops at the base of 
the tongue,and descends in the midline of the neck 
to its normal position. Ordinarily the epithelial 
lining of its tract of descent disappears early in 
foetal life but occasionally it is not obliterated and 
thyroid tissue or cysts develop along its course. 
It is probable that quite often the portion of the duct 
above the hyoid bone persists and the secretion of 
its epithelial lining passes directly into the mouth 
through the foramen cecum. In such cases, if the 
foramen caecum becomes blocked, accumulating 
fluid will travel downward, following the tract made 
by the descending thyroid, and form a tumor in the 
midline of the neck near the hyoid bone. 

This process explains the occurrence of thyro- 
glossal cysts in adult life. The diagnosis of such 
cysts is usually not difficult. They occur as rather 
firm, cystic tumors in the midline of the neck near 
the hyoid bone or thyroid cartilage. The duct from 
the cyst may be palpated to the hyoid bone. If left 
alone, the cyst gradually enlarges until surgical 
drainage becomes necessary or, as the result of 
infection, an abscess forms which requires drain- 
age. In either case a sinus will persist and dis- 
charge the fluid secreted by the epithelial lining of 
the tract. 

The majority of the operations for the cure of 
thyroglossal cysts are unsuccessful because the 
epithelial lining of the tract from the cyst to the 
foramen cecum is not removed completely. The 
chief difficulty lies in dissecting out that very fragile 
portion of the duct between the hyoid bone and 
the foramen cecum. The author has overcome 
this difficulty by an operation which he performs 
as follows: 

A transverse incision about 2 in. in length is made 
across the neck at about the level of the hyoid bone 
and the skin and platysma muscle are reflected. 
The cyst is found lying beneath the raphe connect- 
ing the sternohyoid bone. At this point the tract 
usually goes through the hyoid bone, although in 
some cases it passes above or below it. The muscles 
attached to the center of the hyoid are separated 


and about '% in. of the bone is removed. Then, with- 
out any attempt to isolate the duct, the tissues are 
cut through from this point directly to the foramen 
cecum. With the duct, the tissues surrounding it 
for a distance of about % in. on every side are re- 
moved. In order to do this the line to the foramen 
cecum must be followed accurately. This line 
corresponds to one drawn at an angle of forty-five 
degrees backward and upward through the inter- 
section of lines horizontal and perpendicular to the 
upper central portion of the hyoid bone. The 
dissection removes with the duct a portion of the 
hyoid bone, a portion of the raphe joining the mylo- 
hyoid muscles, a portion of each geniohyoglossus 
muscle, and the foramen cecum. 

The opening into the mouth is closed and several 
sutures are used to draw the geniohyoglossus muscles 
together. The tissues surrounding the cut ends of 
the hyoid bone are brought together with chromic 
catgut sutures in such a manner as to approximate 
the edges of the bone. A small rubber tissue drain 
is then introduced down to this point and the skin 
closed around it. 

It is probably best to inject the sinuses with some 
dye, such as methylene blue, in order that any 
lateral branches which may be present between the 
hyoid bone and the foramen cecum may be recognized 
and removed. 

The author has never seen ill effects follow the 
removal of a portion of the hyoid bone nor any in- 
fection of a serious character due to the opening made 
into the mouth. G. S. Founps. 


Sehwyzer, G.: The Diagnosis and Surgical Treat- 
ment of Intrathoracic Goiter; Palliative 
Tracheotomy; Tracheostenosis. J. Am. M. Ass.. 
1920, Ixxiv, 597. 

The term ‘‘intrathoracic goiter’’ indicates in a 
general way that the thyroid growth is located in 
the chest. Woelfler classified these goiters as sub- 
sternal, subclavicular, and endothoracic. Other 
writers refer to them as partial or total intrathoracic 
goiters. 

In the series of goiters which form the basis of 
this paper there were no endothoracic or total intra- 
thoracic goiters; all were complicated by a goiter on 
the neck itself. Only goiters reaching to the second 
rib or lower are considered. 

As an aid to the diagnosis of an intrathoracic 
goiter, the patient’s history is of considerable value. 
He may state that he had a goiter for years and that 
it disappeared or was “cured.” Breathing may 
have been difficult on the least muscular effort and 
this difficulty may have remained even after the 
disappearance of the goiter on the neck. In addi- 
tion he may state that when in bed he is forced to lie 
in a certain position and that sometimes he spends 
night after night in a chair because of difficulty in 
breathing when he lies down. 

Such a patient frequently carries his head high 
and stiffly or bent forward with the chin approach- 
ing the sternum. 
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On examination, percussion may reveal a distinct 
dullness over the sternum, over the sternum and one 
side, or over both sides. This symptom is more 
constant than the findings of auscultation. The 
breathing in the upper chest may be so light and 
superficial that it attracts attention. The lung may 
be so squeezed to one side that it cannot inflate. A 
bronchus may be compressed. There may be re- 
sistance to palpation in the jugulum which is con- 
stant or noticed only during deglutition. The 
larynx may be very low and its excursion during 
deglutition markedly reduced. If hoarseness is 
present the laryngoscope will reveal paresis or 
paralysis of the vocal cord. The lower part of the 
trachea should be included in the laryngoscopic 
picture as well as the vocal cords. 

At times there are symptoms originating from the 
special pathologic structure of the goiter and these 
also must be considered. The malignant intra- 
thoracic goiter in its initial state is of course intra- 
capsular and cannot be diagnosed. If there is 
severe dyspnoea, and especially if the recurrent 
laryngeal nerve is paralyzed and a metastatic 
tumor is found, the diagnosis becomes certain but a 
cure impossible. Fortunately, most of the intra- 
thoracic goiters are benign. 

The relation between the goiter and the heart has 
long been recognized. A toxic goiter or the pro- 
nounced exophthalmic goiter is responsible for the 
thyrotoxic heart, but another important heart 
affection found more commonly in intrathoracic 
goiter is the ‘‘mechanical goiter heart.” On exam- 
ination the valves are found free from murmur. 


SURGERY OF 


CHEST WALL AND BREAST 


McCulloch, H., and Fischel, W.: The Care of Pene- 
trating Wounds of the Chest at a Base Hospi- 
tal. Mil. Surgeon, 1920, xlvi, 59. 


This report is based on the cases studied by the 
authors in 1918 at British General Hospital No. 12. 
Rarely did they see a chest wound less than forty- 
eight hours old. . Theoretically the worst cases were 
kept at the casualty clearing stations. 

The authors conclude that each case must be 
considered individually and the treatment adapted 
to meet its special requirements. As their experience 
grew they became more conservative in advising 
surgical interference though they still remained 
convinced that in some cases radical measures were 
indicated. 

The number of cases studied was 539. Fifty- 
seven of these patients had penetrating wounds of 
the chest and diaphragm; 8, wounds of the chest and 
complete severance of the spinal cord; and 474, chest 
wounds only. The mortality was 8.16 per cent in 
the first group, 24.6 per cent in the second, and 4.64 
per cent in the third. 
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Usually the heart appears to be enlarged, but be- 
cause of dullness its outlines are indistinct. The 
heart action is confused, irregular, and accelerated. 

A very characteristic symptom of intrathoracic 
goiter is the network of dilated veins on the anterior 
aspect of the neck and upper chest. Because of the 
pressure exerted on the superior vena cava its blood 
is now drained through side channels into the 
inferior vena cava. 

The operability of a case of intrathoracic goiter 
depends on the heart rather than upon the degree 
of dyspnoea, the pressure‘ on the nerves, or the 
symptoms. A degenerated heart muscle, a pro- 
nounced myocarditis bringing on secondary changes 
of the other inner organs, is a contra-indication to 
operation. A retrosternal goiter with its precarious 
dyspnoea should be operated on without delay. 

The patient must be kept as quiet as possible. 
If during the operation the dyspnoea increases so 
that life is endangered a tracheotomy must be done 
and a cannula: of sufficient length introduced to 
reach beyond the point of obstruction. ; 

The tumor itself must be bluntly enucleated from 
its capsule and careful attention must be given the 
blood vessels. The author always begins goiter 
excisions by tying off the upper horns. After the 
removal of the tumor he drains every cavity. 

Fourteen of the author’s patients were women 
and 2 were men. All of the goiters were benign. 
One was a double cyst, two were distinctly toxic. 
one was exophthalmic, and the others were colloid, 
parenchymatous, or cysto-parenchymatous goiters, 

G. W. Hocnrein. 


THE CHEST 


In all the cases in which the presence of fuid was 
even suspected aspiration was done and repeated in 
from twenty-four to forty-eight hours depending on 
the character of the aspirated fluid and the patient’s 
condition. 

All fluids were examined for bacteria. The au- 
thors firmly believe that more of these cases would 
have come through without drainage if aspiration 
has been done systematically for several days fol- 
lowing a primary thoracotomy. 

Drainage tubes were adjusted according to the 
particular requirements of the case. Irrigation of 
the pleura with eusol or Dakin’s solution was done 
only when especially indicated. E. C. RosrrsHexk. 


Aschner, P. W.: Acute Empyema of the Thorax 
Treated by Minor Intercostal Thoracotomy. 
Surg.,Gynec. & Obst., 1920, Xxx, 154. 


During a period of ten years (1903-1913) 258 
cases of acute empyema were treated at the Mount 
Sinai Hospital by thoracotomy with rib resection. 
Drainage was established by means of two large 
rubber tubes and the dressings were changed as 
often as the amount of discharge made it necessary. 
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Fifty-nine of the patients (23 per cent) died. Fifty- 
seven per cent were cured by the primary operation 
and 20 per cent not cured. 

To obtain better final results in empyema of the 
thorax and to prevent the formation of persistent 
sinuses and cavities and fixation of the lung in an 
unfavorable position, Lilienthal proposed the 
operation of major intercostal thoracotomy which 
permits free, wide exploration and thorough mobiliz- 
ation of the lung. When, in the cases reported, the 
patient’s condition rendered this operation in- 
advisable as a primary procedure, a small intercostal 
incision was made and a single tube inserted, the 
more extensive operation, if deemed necessary, being 
undertaken a few days or weeks later. 

Aschner s report covers 71 cases of acute empy- 
ema treated by the minor intercostal incision during a 
period of fifteen months (January 1, 1918, to April 1, 
1919) on the surgical services of Lilienthal, Berg, 
and Beer. 

In all cases except those of immediate urgency an 
X-ray examination of the chest with the patient in 
the upright position was made before operation and 
preferably before exploratory aspiration. Aspiration 
before the X-ray examination was deemed in- 
advisable as occasionally it admitted air into the 
pleural cavity which confused the picture. In 
many cases aspiration had been done before the 
patient entered the hospital and in 2 instances 
submuscular abscesses had developed as a result of 
leakage along the needle track, i.e., induced empy- 
ema necessitatis. 

The operation described is so simple and requires 
so few instruments that the patient need not be 
moved from his bed. In 32 of the 71 cases, it was 
done under local anesthesia; in 26, under ether; in 5, 
under gas and oxygen; and in 2, under chloroform. 
In 6 case records the anesthetic is not recorded. 
Local anesthesia was used for children as well as 
for adults. In addition to the usual infiltration with 
©.5 per cent novocaine along the line of incision, 
some of the surgeons attempted to block the inter- 
costal nerves by infiltrating at the borders of the ribs 
bounding the intercostal space posterior to the line 
of the incision. This was found to lessen the pain 
caused by entering the pleura and the discomfort 
due to the introduction of the drainage tube. 

Aspiration was done in the posterior axillary line 
through the eighth or ninth space. In a few cases 
pus was found in the axilla. The lowest point of the 
pus pocket having been located, the needle was left 
in situ to mark the center of a 1.5 in. incision 
extending down to the muscle layers. A grooved 
director was then passed along the needle and the 
needle withdrawn. A dressing forceps was passed 
next and the pleural opening spread sufficiently to 
permit the introduction of a tube of suitable diameter 
with a side hole about an inch from its end. This 
tube was held in the grasp of a long artery forceps. 
As the muscle fibers were not cut they acted some- 


’ what as a sphincter, surrounding the tube closely 


and preventing the entrace of air. The tube having 


been introduced so that the fenestra was just within 
the pleura, part of the pus was allowed to escape, 
and the tube then clamped. The superficial wound 
was packed lightly, the tube secured by a safety pin 
and adhesive strips to the skin, and a small dressing 
applied. The patient was then placed in a Roth 
empyema bed. 

In two cases, those of young infants, drainage was 
established by inserting a trocar and cannula under 
local anesthesia, threading a tube through the 
cannula, and then withdrawing the cannula, 
leaving the tube in place. 

In the cases of children the postoperative treat- 
ment is greatly facilitated by the empyema bed. 
The child lies on the affected side on a canvas 
spanned across the bed frame, the drainage tube 
passing through a window in the canvas to an 
air-tight pus-collecting bottle. 

The same method of draining is applied to adults 
by allowing the thoracic drainage tube to pass to the 
pus bottle between the two sections of a mattress 
split transversely. 

The drainage tube should be changed and the 
wound dressed every three or four days. When 
large amounts of fibrin are found in the discharge 
more frequent changes are necessary. 

Favorable progress of the case is manifested by a 
decrease in the temperature and in the pulse and 
respiratory rate, an increase in the appetite, im- 
provement in sleep and comfort, a brighter and 
more cheerful aspect, a decrease in the amount and a 
change in the character of the discharge, a reduction 
in the amount of serous fluid per day to about 4 
dr. (which warrants discontinuing the use of the 
apparatus) and fluoroscopic and _ radiographic 
evidence of expansion of the lung and the absence of 
retention or sacculation. Roentgen examinations 
are also of value in the after-care of these cases. 

If the fluoroscopic examination shows expansion 
of the lung when the patient coughs or strains, a 
conservative course is indicated. In such cases 
persistent drainage and disinfection may result in 
aseptic healing of the wound and gradual oblitera- 
tion of the dead space by pulmonary expansion 
and contraction of the thoracic walls. 

If the lung is found persistently fixed in an 
unfavorable position and incompletely expanded, 
operative interference is indicated. In such cases the 
author prefers major intercostal thoracotomy. 

The use of Dakin’s solution was added to the drain- 
age described by means of a T-tube inserted between 
the thoracic drain and the pus-collecting bottle. 
Varying amounts of the fluid (from 25 to 100 ccm.) 
were allowed to enter the chest every two hours by 
day and twice during the night. The first instillation 
was made slowly with a syringe containing 10 or 15 
ccm. The appearance of blood in the discharge 
which was not ascribable to the trauma of dressing 
was considered’ an indication to stop the use of 
the Dakin fluid. 

An effort was made to maintain the patient’s 
nutrition at a high level by liberal feeding, and 
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expansion of the lung was encouraged by the use 
of blowing bottles. Lilienthal had the children 
inflate toy balloons to the mouth pieces of which were 
attached constricted rubber tubes which necessitat- 
ed increased respiratory efforts. Fresh air and 
exposure to sunshine were also valuable therapeutic 
aids and in some very serious cases seemed to be the 
determining factors in the recovery. 

As a result of this study the following conclusions 
are drawn: 

The proper treatment of empyema requires the 
close co-operation of the internist, the surgeon, and 
the roentgenologist. For purposes of prognosis and 
treatment empyema may be divided into ordinary 
empyema, pyopneumothorax, and sacculated empy- 
ema. Cases due to specific infections, such as 
tuberculosis and actinomycosis, should not be 
grouped with those caused by the ordinary pyogenic 
organisms. 

Simple intercostal thoracotomy with the method 
of drainage described has yielded results superior to 
those obtained by rib resection. As a rule it may be 
done under local anesthesia and is a more simple 
procedure. By making possible the early use of 
suction drainage, it favors pulmonary expansion. 
It eliminates one source of chronic empyema 
sinuses, i.e., disease of the ribs. Rib resection and 
major thoracotomy are to be reserved as primary 
procedures for specific indications. The deforming 
thoracoplastic operations previously practiced have 
been eliminated. G. W. Hocurein. 


Mozingo, A. E.: The Surgical Treatment of 
Empyema by a Closed Method. J. Jndiana 
State M. Ass., 1920, xiii, 46. 


The writer reports the results and advantages 
of a closed method of treating empyema, acute and 
chronic. In 138 cases so treated, 45 of which were 
chronic, the mortality was less than 2 per cent. 
The chief features of the method are: 

1. A single, early minor operation with trocar- 
— without danger of shock or collapse of the 
ung. 

2. The intermittent removal of secretion and 
antiseptic treatment given through a small rubber 
tube with a bulb syringe. 

3. Rapid partial sterilization with neutral solu- 
tion of chlorinated soda (Dakin’s solution) followed 
by complete sterilization with a 2 per cent solution 
of formalin in glycerin. 

4. The maintenance of negative pressure in the 
empyemic cavity which leads to early obliteration of 
the cavity. 

5. One dressing which will last several days and 
 neogag of skin irritation and constriction of the 
chest. 

6. Rapid permanent cures with small scars and 
seldom any chest deformity. 

7. A greatly lowered mortality rate. 

The details regarding the technique are given and 
the author cites specific cases of his own and of 
others to show the successful results obtained. 


Twenty-four points of superiority of the closed 
method over other methods are enumerated. 
A. R. HoLtenDeER. 


Wessler, H.: Intrathoracic Hodgkin’s Disease: 
Its Roentgen Diagnosis. J. Am. M. Ass., 1920, 
Ixxiv, 445. 


In atypical cases of Hodgkin’s disease in which 
external lymphomata are poorly developed or 
absent, an examination of the chest may furnish 
data which will aid in the diagnosis. As the find- 
ings are not always distinctive, however, the 
author studied 25 cases roentgenographically to 
determine the frequency of intrathoracic involve- 
ment and especially to ascertain whether the roent- 
genogram offers anything characteristic of the 
condition. He found distinct evidence of en- 
largement of the intrathoracic nodes or involve- 
ment of other lymphatic tissue in all of the 25 
cases. 

The changés noted are classified under four types: 
(1) mediastinal tumor, (2) infiltrative changes, 
(3) isolated nodules or metastases in the lung, and 
(4) discrete nodes at the roots of the lungs. Type 1 
was present in 8 cases, Type 2 in 4, and Type 3 in 
4 (invariably associated with one of the other forms 
of the disease). Type 4 was the most common form. 

The first three types present pictures similar to 
those of other conditions, but the fourth is fairly 
characteristic of Hodgkin’s disease. Often the 
shadows extend for a considerable distance from the 
roots of the lungs and individual nodes or groups 
of nodes retain their outline. It is characteristic 
of the shadows that they are faint, and in this 
respect they differ from those of new growths and 
tuberculosis. They are distinguishable from the 
latter particularly by an absence of caseation and 
calcification. Large lobulated shadows at the roots 
of the lungs which are faint and homogeneous are 
strongly suggestive of Hodgkin’s disease, and the 
suggestion is strengthened if outlying deposits are 
found in the lungs. In the cases studied involve- 
ment of the right paratracheal nodes was especially 
common, being present in 14. As this is rare in 
other diseases of the chest, it is a more or less 
definite indication of Hodgkin’s disease. 

HARTUNG. 


TRACHEA AND LUNGS 


Graham, E. E.: Foreign Bodies in the Air and 
Food Passages. Am. J. Dis. Child., 1920, xix, 

Graham emphasizes the following points in refer- 
ence to foreign bodies in the air and food passages in 
children: 

1. It seems reasonable to believe that cases of 
foreign bodies in the air and food passages of 
children are much more common than was formerly 
supposed. Statistics tend to show that about 66 
per cent of cases of foreign bodies in the air passages 
are those of children. 


| 
| 
| 
| 


434 


2. The period of latency of symptoms which 
follows the violent dyspnoea and choking attack and 
later the gradual onset and chronic character of the 
symptoms may lead to failure to suspect the 
presence of a foreign body. 

3. Foreign bodies are often overlooked, as is 
evident from a study of the histories of many cases. 

4. The symptoms vary greatly. The peanut 
kernel immediately sets up a severe laryngitis, 
tracheitis, and bronchitis. In such cases the older 
child may survive the acute symptoms but almost 
surely will develop pneumonia. 

5. Metal objects may remain in the lung for a 
very long time and cause comparatively little 
damage. 

6. Some foreign bodies do not cast a shadow on 
the plate. 

7. The location in the cesophagus of a foreign 
body that does not cast a shadow on the plate may 
often be diagnosed if the patient swallows a bismuth- 
filled capsule. The roentgen ray will then show the 
bismuth capsule held in position in the oesophagus 
by the foreign body. 

8. Do not urge the patient to cough.with the 
hope that in so doing he will expel a foreign body from 
the lungs. 

9. Foreign bodies are very rarely coughed up. 

10. . The physical signs and symptoms vary ac- 
cording to the composition, form, shape, and size 
of the foreign body. 

11. The presence of a foreign body should be 
suspected if the following conditions are present: 
an unexplained leucocytosis, localized symptoms in 
one lung that do not clear up under treatment, the 
absence of tubercle bacilli in the sputum, and gradu- 
al decrease of weight and strength. 

12. There are no contra-indications to broncho- 
scopy except possibly extreme weakness. In such 
cases the patient should be given time to rally before 
the examination is attempted. 

13. Bronchoscopy should be performed as 
soon as possible after the entrance of the foreign 
body. 

_.14. Children do not require the administration 
of an anesthetic for bronchoscopy. 

15. The necessity for taking a roentgenogram in 
the case of every patient with a history of swallow- 
ie ing or inhaling a foreign body cannot be emphasized 
bh too strongly. 

: 16. The asthmatoid wheeze is a sign of con- 
O. M. Rorrt. 


siderable importance. 


Lynah, H. L.: Bronchoscopic Treatment of 
Bronchiectasis and Pulmonary Abscess. Med. 
Rec., 1920, xcvii, 215. 

By the use of the bronchoscope in the treatment 
of bronchiectasis and pulmonary abscess many 
patients suffering from these conditions may be 
relieved or even cured by the establishment of proper 
drainage of the lung. 

In bronchiectasis, especially in cases following 
diphtheritic involvement of the bronchi, there is a 
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marked peribronchial infiltration and connective- 
tissue thickening of the- bronchial wall which by 
subsequent contraction often produces stenosis. 
These bronchial stenoses follow not only diphtheri- 
tic tracheobronchitis, but also the sojourn of foreign 
bodies in the bronchi for a long period of time, 
influenza, syphilis, and other conditions of the 
mediastinum causing pressure from without, such 
as that due to peribronchial infiltrations and en- 
largement of the mediastinal glands. External 
pressure on the bronchus often causes a chronic in- 
flammatory thickening of the compressed bronchial 
wall which later may result in stenosis. 

When in cases of laryngeal diphtheria treated by 
intubation there is obstruction of the lumen of the 
intubation tube, secretions may be retained in the 
lungs and produce a “sponge soaking” of the lung 
structure. The patient being unable to expel this 
secretion, frequently succumbs. Such cases are 
often diagnosed as bronchopneumonia, but the 
condition is rapidly relieved by bronchoscopic evacu- 
ation of the secretion. 

An unfortunate termination often follows also 
the aspiration of extremely irritating substances 
such as food and nuts, especially when a particle is 
deeply lodged in a small branch bronchus beyond 
the range of the bronchoscope. Within a short 
time the secretions become purulent and a lung 
abscess develops. This is frequently the starting 
point of bronchiectasis. The retention of secre- 
tions below a foreign body or bronchial stricture 
often follows even after the successful removal of 
the foreign body for the bronchus will necessarily 
dilate below the stricture and become a reservoir for 
foul secretion. However small its lumen, a bron- 
chial stricture does not shut off the airway, but does 
shut off the normal expulsion of secretions. The 
resulting retention of foul secretions for a long 
period of time will lead to bronchiectasis, lung ab- 
scess, or even gangrene of the lung. 

In examining cases of pulmonary abscess by means 
of the bronchoscope Lynah has usually found pus 
pouring from a small branch bronchus but at times 
it has been difficult definitely to locate the abscess 
cavity in the lung from which the pus was oozing. 
In a case referred to him by Bullowa, however, a 
definite abscess cavity was entered by a special 
bronchoscope 5 mm. by 45 cm. in size. This ab- 
scess was well down toward the diaphragm and con- 
nected with the left lateral branch bronchus. The 
mouth of the stalk of the abscess was surrounded 
by granulation tissue from the center of which foul- 
smelling pus was oozing. The 5 mm. bronchoscope 
entered the cavity through the connecting stalk. 

When the abscess cavity is connected by its stalk 
to a branch bronchus which can be entered with a 
small bronchoscope, it can be readily drained and 
washed, but many treatments are often necessary 
before the condition is cured. In some instances 
considerable reaction follows such pulmonary wash- 
ing, while in others there is little or no reaction or 
shock. In the case referred to, that of a young man, 
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a marked reaction was noted after each treatment. 
The temperature rose to 105 F. an hour after 
the washing and gradually fell to normal the next 
day. There was also much pain in the left chest in 
the region of the diaphragm. The patient made a 
complete recovery after a period of three months 
and has remained well ever since. 

Another patient, a man 22 years of age referred 
by Kupferman, had had a pulmonary abscess for 
one year and a half. This abscess followed tonsil- 
lectomy and the inhalation of a piece of wooden 
tongue depressor. It was situated at a right angle 
to the bronchus into which it was emptying, and pus 
could be seen oozing from a small branch bronchus. 
The condition was apparently improved after 7 
washings, but unfortunately the patient decided 
that the method was too slow and drainage by 
thoracotomy would result in a more rapid cure. 
The operation was unsuccessful and death occurred 
soon afterward. 

Bronchiectasis resulting from bronchial stenosis 
is much more readily dealt with by bronchial dila- 
tation and drainage. In one instance the right 
bronchus was drained and the lung aerated by the 
introduction into the bronchus of a long, soft, 
fenestrated rubber inner tube. This tube was left 
in place for six months. Complete recovery resulted 
and the patient is still perfectly well two and one- 
half years later. 

While the bronchi may be intubated by the au- 
thor’s long bronchial intubation tubes, the catheteri- 
zation of the bronchi through the tracheotomy tube 
is tolerated much better and at the same time the 
patient has the use of his voice. 

Pulmonary drainage in difficult in all cases of cir- 
cumscribed abscess, but conservative bronchoscopic 
measures should be given a thorough trial before 
tadical major surgery is attempted. 


Meyer, W.: The Operative Treatment of Advanced 
Pulmonary Tuberculosis. Surg., Gynec. & Obst., 
1920, Xxx, 161. 

The author calls attention to the great progress 
made in the treatment of tuberculosis by the 
application of artificial pneumothorax but asks 
what is to be done if the lung is fixed to the chest 
wall by adhesions. Formerly if medical and hygi- 


enic treatment did not improve the condition of such 
patients, they were doomed. It is here that active 
surgery has stepped in during the last ten years. 
By means of extrapleural thoracoplasty it is pos- 
sible to collapse the lung completely. As soon as the 
parts of the thoracic skeleton to which the lung is 
attached are removed, the lung will collapse. The 
operation can be done under regional and local 
anesthesia by nerve blocking. It is done best with 
the aid of Sauerbruch’s hook incision which repre- 
sents the posterior half of the original Schede 
incision. Other operative measures are the pro- 
cedure first used by Friedrich; Schede’s incision and 
immediate removal of the ribs from the tenth to 
the second in one stage; and Wilms’s so-called 
columnar resection which consists in the removal of 
a portion of the ribs anteriorly and posteriorly, the 
middle portion being used for collapse and com- 
pression. 

Sauerbruch, fearing aspiration from a cavity in 
the upper lobe if the entire work is done in one stage, 
proposes a two-stage operation, the tenth to sixth 
ribs being resected in the first stage, and the fifth 
to second or first a few weeks later. 

Wilms does not share this fear. Further investi- 
gations are required to determine whether it is 
justified or not. 

The results in the series of cases reported by 
Friedrich, Sauerbruch, and Wilms independently 
of one another are almost the same and very en- 
couraging. Two-thirds of these otherwise entirely 
hopeless cases were either improved, greatly im- 
proved, or cured by the operation. 

Unilateral tuberculosis of the lung, particularly 
with cavity formation, represents the most favorable 
lesion for the operation, but the procedure has 
proved of value also when the opposite lung was 
involved to some extent. 

Meyer reports a case in which he did an extra- 
pleural thoracoplasty in two stages under local 
anesthesia. The patient, a man 31 years of age, 
suffered from bilateral] disease which was particularly 
pronounced on the left side. At the present time, 
six months after the operation on the left side, he is 
very greatly improved. The sputum is markedly 
reduced and free from bacilli and the cough has 
almost completely ceased. 
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GASTRO-INTESTINAL TRACT 


Lemon, W. S.: Angioma of the Stomach. Med. 
Rec., 1920, xcvii, 220. 
A case of angioma of the stomach is presented in 
detail. There are only 5 such cases in the literature. 
The author’s patient was a man, aged 67, of good 
habits and unimportant previous history, who 
complained that he had suffered from gastric dis- 
tress, initiated by bloody diarrhoea, for six months. 


Pain was constant and diffuse, radiating down- 
ward from the left costal arch. The patient had 
lost 25 lbs. and was dyspneeic and slightly cya- 
notic. There had been no vomiting or hemorrhage 
by mouth. 

The X-ray showed a large unfilled area in the 
fundus. No epigastric tumor was palpable. Total 
acidity, 50 per cent; free acidity, 30 per cent. There 
was marked arteriosclerosis with hypertension. The 
clinical diagnosis was gastric cancer. 
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At operation a sleeve resection of 11 cm. of the 
center of the stomach and an end-to-end anasto- 
mosis were done. Convalescence was uneventful 
and six months later the patient was in excellent 
health. P. M. CHAsE. 


Bartrina, J. M.: Notes on Gastric Surgery (Notas 
sobre la cirugia gastrica). Arch. espan. de enferm. d. 
apar. digest., 1919, ii, 730. 

Duodenal ulcer is of frequent occurrence and in 
position is usually juxtapyloric. Topical treatment 
by means of gastric lavage with healing fluids is 
ineffectual and as a rule is done because of difficulty 
in detecting the location of the lesion. 

As ulcers cannot be produced experimentally, 
their pathogenesis remains unknown. Animals do 
not suffer from this affection. Among the etiological 
factors should be considered the alimentation to 
which man is accustomed. Certain ulcers are un- 
doubtedly tuberculous although at present the pro- 
portion of this origin is not definitely known. 

The greater frequency with which postmortem 
examinations are being performed and the care with 
which postoperative histories are being followed 
have done much in recent years to increase the 
— of the pathologic entity of cancerous 
ulcer. 

Gastro-enterostomy effects a cure in the majority 
of cases of duodenal ulcer and is generally indicated 
when the ulcer is juxtapyloric and especially if it is 
associated with pyloric stenosis. In many cases 
simple gastro-enterostomy is to be preferred to 
occlusion of the pylorus with gastro-enterostoniy, 
the Finney operation, occlusion of the pylorus with 
terminolateral anastomosis, pylorectomy, or gastric 
resection. 

The best posterior gastro-enterostomy is probably 
that employed by the Mayos. If there is danger of 
occlusion because of the small space behind the 
colon, however, an anterior gastro-enterostomy 
should be performed. The extent of a gastric 
carcinoma is not a contra-indication to operation 
provided the tumor is mobile. The technique of 
resection with Pair’s clamps followed by termino- 

‘lateral gastro-enterostomy has increased operative 
indications and improved the ultimate results. 
W. R. MEEKER. 


MacDonald, I.: Pauchet’s Method of Gastrectomy. 
Lancet, 1920, cxcviii, 308. 


The principal technical difficulties in resection of 
the stomach are high ligation of the coronary artery, 
the prevention of leakage from the duodenal stump, 
the efficient removal of lymph vessels and glands, 
and the avoidance of injury to the middle colic 
artery. The importance of the latter is emphasized. 

The technique of Pauchet’s operation is given as 
follows: 

1. The great omentum is separated from the 
transverse colon and mesocolon by careful dissec- 
tion in the avascular area between the colon and the 
transverse mesocolon below. The omentum and 


stomach are then thrown upward, and the posterior 
surface of the stomach, the pancreas, and the upper 
surface of the transverse mesocolon exposed. 

2. The stomach is carefully detached from the 
pancreas, the first portion of the duodenum is freed 
from its peritoneal confines by careful dissection, 
and the right epiploic and superior pancreatico- 
duodenal arteries are ligated. The peripyloric and 
duodenopancreatic glands are then pushed up with 
the tumor mass and the stomach. 

3. The duodenum is divided and closed by two- 
layer sutures and an omental flap is approximated 
to the duodenal stump. ‘The pyloric artery is 
ligated and the gastrohepatic omentum divided as 
near the liver as possible. The stomach is then 
pulled to the left and the ligature of the coronary 
artery is placed as high as possible. 

4. The lesser curvature of the stomach is cleared 
of its serous coat, vessels, and glands by blunt dis- 
section from the point of ligation of the coronary 
artery to the tumor. 

5. Acrushing clamp is placed across the stomach 
and the diseased distal portion is severed with the 
thermocautery. A continuous linen suture is placed 
along the gastric section, its loops passing over the 
clamp. The ends of this suture are drawn tight 
with the removal of the clamp and the stomach is 
closed with a purse-string suture. 

6. Anterior or posterior gastro-enterostomy with 
or without the use of a button, depending on the 
amount of stomach left, is then performed or the 
sectioned portion of the stomach is united directly 
to the jejunum after the method of Polya. 

Pauchet sums up the advantages of his operation 
as follows: 

1. The recognition of ulcers or other lesions 
which may pass unnoticed in mere superficial ex- 
amination. 

2. The possibility of dissecting with the greatest 
precision ulcers and cancers adherent to the pan- 
creas or transverse mesocolon. 

3. In cases of cancer, the greater facility with 
which the chain of glands lying along the terminal 
portion of the greater curvature, the lower aspect 
of the pylorus, and the first portion of the duodenum 
can be freed. 

In cases in which the surgeon may decide to 
resect the mesocolon because it is invaded by the 
growth, the most simple and rapid method of re- 
moving the zone of the transverse colon deprived 
of its blood supply by the ligature of the mesocolic 
vessels is to extend the colo-omental separation 
around the hepatic angle of the colon as in mobiliza- 
tion of the colon. The terminal ileum is then anasto- 
mosed to the transverse colon where its vascular 
supply is assured. J. A. H. Macoun, Jr. 


Flint, E. R., and Scargill, H. B.: Gastric Ulcer; A 
Plea for Gastrectomy. Brit. J. Surg., 1920, vii, 
396. 

The authors accept as true gastric ulcers only 
lesions which show a loss of the full depth of the 
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mucosa and heal by fibrous tissue. This excludes 
the chaps, fissures, and superficial erosions which 
may clinically simulate gastric ulcer. During seven 
years at the Leeds Infirmary, 749 patients with duo- 
denal ulcer and 329 with gastric ulcer were operated 
on. In the same period there were 980 operations 
for gall-stones. Therefore for every 6 cases of gall- 
stones there were 5 cases of duodenal ulcer and 2 
cases of gastric ulcer. Duodenal ulcer is four times 
as common in men as in women, and gastric ulcer 
twice as common. 

The causation of gastric ulcer has been attributed 
to many factors, chief of which is infection. In this 
connection the authors cite the work of Rosenow. 
According to Bolton the initial lesions leading to 
ulcer are those of localized necrosis, localized 
hemorrhage, and inflammation of the lymphatic 
follicles of the stomach wall. The digestive proper- 
ties of the gastric juice tend to prevent healing. 
Seventy-five per cent of gastric ulcers occur along 
the lesser curvature and 8o per cent in the pyloric 
portion of the stomach. These are the areas in 
which most of the lymphatic follicles are situated. 
In many cases the appendix may be the source of 
the infection. 

In the authors’ opinion all cases of chronic ulcer 
are first acute and all acute ulcers may ultimately 
become chronic. Reference is made to the state- 
ment of W. J. Mayo that ulcers larger than a six- 
penny piece are usually malignant. 

The average duration of a gastric ulcer is between 
five and ten years. The pain may be caused or 
relieved by food and usually occurs from one to two 
hours after meals. As a rule the nearer the ulcer to 
the cardia the sooner the pain occurs after the inges- 
tion of food but an obstructing ulcer at the pylorus 
may cause pain directly after food is taken. 

Pain in the back, which usually indicates a lesion 
of the pancreas, occurs in 20 per cent of the old 
cases. Pain persisting longer than usual may mean 
an impending perforation or carcinoma, while pain 
occurring earlier than formerly after the ingestion 
of food indicates pyloric stenosis or hour-glass 
stomach. Ninety per cent of acute perforations 
occur during acute exacerbations of a chronic ulcer. 
The authors believe that the pain is due to spasm 
caused by the irritation of the ulcer by acid. 

Vomiting occurs in more than 50 per cent of the 
cases and can be controlled by liquid diet and rest. 

Hemorrhage is present in less than 40 per cent of 
the cases. Usually it is moderate but occasionally 
may be severe. 

Physical signs are of little value in reaching a 
correct diagnosis. 

Sixty per cent of patients with gastric ulcer suffer 
with hyperacidity and 40 per cent with hypo- 
acidity. Sixty per cent of gastric disturbances have 
their origin outside of the stomach, that is, in the 
appendix, gall-bladder, liver, etc. 

The treatment of chronic gastric ulcer is always 
surgical. The authors advocate partial gastrectomy 
in which enough of the stomach is removed to in- 
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clude 1 in. of healthy mucosa beyond the ulcer and 
the side of the jejunum is anastomosed to the cut 
end of the stomach. The development of carcinoma, 
hemorrhage, and perforation is thus avoided. Gall- 
stones are present in 1.5 per cent of cases of gastric 
ulcer, and duodenal ulcers in 2.5 per cent. 

The X-ray is a great aid in the diagnosis of gastric 
ulcer. The authors use the procedure described by 
Handek in 1912. The ulcer may be recognized by 
the direct sign, i.e., the demonstration of the ulcer 
cavity, or by the indirect sign, i.e., the spasm caused 
by the ulcer. J. A. H. Macoun, Jr. 


Truesdale, P. E.: The Surgical Treatment of 
Peptic Ulcer. Boston M.&S. J., 1920, clxxxii, 135. 


Many phases of peptic ulcer are more or less 
obscure and there is a resulting diversity of opinion 
regarding its diagnosis and treatment. Chronic 
peptic ulcer is rarely seen in its incipient stage be- 
cause it is then entirely latent or regarded so lightly 
by the patieft that he does not consult a physician. 
Indeed, acute symptoms generally signify an exacer- 
bation of a chronic lesion. In 27 cases treated by 
pyelorectomy the average duration of symptoms 
was seven and one-half years. 

Medical treatment should be tried in the early 
stages, but when unsuccessful after a reasonable 
time the risks of haemorrhage, perforation, and 
malignant degeneration must be borne in mind. 

After a careful review of the history, the first step 
in the surgical treatment of peptic ulcer is to estab- 
lish the diagnosis by direct examination of the 
stomach and duodenum through an abdominal in- 
cision. This is not always easy as often other 
changes at the pylorus simulate ulcer. The most 
common of ‘these is functional hypertrophy of the 
pyloric sphincter, either congenital or due to con- 
tinued spasm. This is fairly common in persons 
who suffer from gall-stones, intestinal stricture, or 
similar conditions. A definite ulcer cicatrix must be 
visible to establish the diagnosis. 

In certain well-known clinics, in addition to 
gastro-enterostomy, excision of all accessible ulcers 
is done. If the ulcer is in the pyloric end of the 
stomach and the condition of the patient permits, 
pylorectomy is the operation of choice. When the 
patient’s condition does not warrant the risk of the 
complete operation, gastro-enterostomy is done and 
pylorectomy is delayed until it can be performed 
with safety. The marked relief following gastro- 
enterostomy, however, often induces the patient to 
refuse the second operation until severe symptoms 
return. The author cites two such cases in which 
the second laparotomy, performed after a lapse of 
nine and five months respectively, disclosed in- 
operable cancer. 

In the author’s series of 27 pylorectomies for 
ulcer at or near the pylorus there was one death, 
due to leakage of the duodenal stump. In 10917, 
following an X-ray study of the first 17 of these 
cases, Lindsey wrote regarding them: “In general, 
the efficient manner in which these stomachs 
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perform their function at such long periods after 
operation testifies to the essential conservatism of an 
apparently radical operation.” 

Gastro-enterostomy gives the best results in cases 
in which there is benign obstruction at the pylorus 
and in such cases is a very satisfactory measure. 
Operation for chronic ulcer, however, cannot be 
performed by rule of thumb. The ulcer must be 
excised by some method that will maintain the 
complex relations of the alimentary functions. 
Pylorectomy, retaining as its does a one-way passage 
through the alimentary tract, seems an eminently 
satisfactory procedure for this purpose. 

H. P. SAWYER. 


Abadie, J.: Gastric Resection as the Method of 
Choice in the Surgical Treatment of Gastric 
Ulcer (De la résection gastrique comme méthode de 
choix dans le traitement chirurgical des ulcéres de 
Vestomac). Bull. Acad. de méd., Par., 1919, Ixxxiii, 
370. 


Abadie reports a series of 30 gastric resections 
performed for gastric ulcer which did not include a 
gastro-enterostomy or a resection of the ulcer. 

The 30 resections included 17 immediate py- 
lorectomies involving from 6 to 12 cm.; 1 pylorec- 
tomy performed two months after a primary gastro- 
enterostomy; 2 pylorectomies done to supplement 
old gastro-enterostomies, and 10 extensive gastrec- 
tomies in 6 of which a side-to-side, and in 4 of which 
an end-to-side anastomsis was done. None of the 
operations was performed under general anesthesia. 

These 30 resections, varying from a limited py- 
. lorectomy to a gastrectomy involving three-fourths 
of the stomach, resulted in 28 recoveries and 2 
deaths. Both deaths may be attributed to errors 
_ of technique. 

The pathologic lesions were: ulcers of the lesser 
curvature, 8; ulcer of the anterior wall of the stom- 
ach, 1; double ulcer of the antrum, 1; mediogastric 
and pyloric stenosis caused by an old cicatrized 
ulcer, 1; hypertrophy of the pylorus, 1; and ulcers 
of the pyloric region, especially in the duodenum, 18. 

If a patient in the forties gives a history of 
hypersthenic crises of increasing severity separated 
by gradually decreasing intervals of apparent re- 
covery and the condition does not yield to medical 
treatment, operation is indicated. The history is 
the most important factor in the diagnosis; roent- 
genoscopy and examination of the stomach contents 
are merely confirmatory. 

The author prefers gastrectomy to gastro-enter- 
ostomy as gastro-enterostomies often do not result 
in complete recovery and are frequently followed 
by recurrences, cancerous changes, etc. The only 
factor which favors gastro-enterostomy is its sim- 
plicity and this is relative. W. A. BRENNAN. 


Strauss, A. A.: Congenital Pyloric Stenosis. Surg. 
Clin. Chicago, 1920, iv, 93. 


In congenital pyloric stenosis slight vomiting 
occurs when the child is between to and 14 days 
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old and gradually increases in severity until it 
becomes projectile in character. Peristaltic waves 
pass from the left hypochondriac region obliquely 
downward to the right side. These waves are more 
noticeable if the stomach contains food. As a rule 
a tumor can be felt in the right hypochondriac 
region if the child is emaciated, but this factor is 
variable. The degree of emaciation depends upon 
the size of the tumor or the degree of obstruction. 

In the examination the child should be placed flat 
on its back and allowed to take some sugar water 
through a nipple. The typical peristaltic waves 
will then be seen. If more water is taken the 
stomach balloons out and becomes tonically con- 
tracted, tremendous retroperistaitic waves are 
noted, and projectile vomiting occurs. 

The chief aid in the diagnosis is the fluoroscopic 
picture. For this examination a small amount of 
bismuth is added to the mother’s milk and the child 
is placed under the horizontal fluoroscope. The 
milk then collects as a round mass to the left of the 
vertebrz. If the child is rotated to the right side, 
almost on its abdomen, the bismuth gradually 
gravitates toward the pyloric end of the stomach 
and peristaltic waves become visible at once. 
A small amount of bismuth squirts through and the 
pylorus clamps down tightly. Immediately there- 
after peculiar and characteristic rhythmic, snake- 
like contractions of the pylorus can be seen which 
are independent of the rest of the stomach. Accord- 
ing to the author these are absolutely pathogno- 
monic. 

If 80 per cent of the milk and bismuth remains in 
the stomach for four hours the retention is due to 
pyloric stenosis requiring surgical treatment. When 
80 per cent has passed through in four hours, medi- 
cal treatment will usually effect a cure. 

In regard to the etiology the author states that it 
is not certain whether the muscular hypertrophy 
begins before birth or not, although a pyloric tumor 
in’'a seven months’ foetus has been reported and 
several have been found in the new-born. In 
Strauss’ opinion the condition begins in feetal life 
and is brought about by rhythmic contractions of the 
pylorus caused by abnormal stimulation from in- 
trinsic or extrinsic nerves of the stomach. As a 
result of the constant motion these contractions 
produce hypertrophy which becomes accentuated 
after birth because of the additional irritation pro- 
duced by the ingestion of food. The tumor then 
gradually becomes larger 

The author's operative technique is as follows: 

A right rectus incision 1 in. in length is made, 
beginning in the right hypochondrium, and the 
tumor is brought up to the surface by means of a 
hook introduced alongside the finger An incision 
is then made over the bloodless portion of the tumor 
on the upper outer quadrant, beginning well up on 
the normal side of the stomach and extending almost 
to the duodenal end of the tumor. The cut is made 
only through the superficial layers of the pylorus. 
The rest of the tumor is split with the handle of the 
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scalpel on the gastric end of the tumor where it con- 
verges into the normal stomach musculature. A 
line of cleavage is readily found and the split goes 
down to the duodenal end without causing a punc- 
ture of the mucosa (in the Rammstedt operation the 
mucosa is easily punctured and this explains the 
high mortality). The split tumor is grasped with 
the fingers and spread apart, the mucosa being thus 
separated from the musculature. The mucosa is 
shelled out with a blunt Kocher dissector. The in- 
ner portion of the hypertrophied muscle tumor is 
then split and used as a flap. The flap is turned out 
and sutured over the shelled-out mucosa with three 
interrupted sutures. The free end of the attached 
omentum is sutured over the area operated upon to 
cover the raw surface. 

Failure in this operation is due to puncturing of 
the mucosa or incomplete splitting of the tumor. 
The mortality rate when the operation is performed 
by the author is 3 per cent while that of the Ramm- 
stedt operation varies from 15 to 30 per cent. 

Following the operation 1 oz. of physiological salt 
solution is given by rectum every three hours. As 
soon as the child is awake it is fed alternately every 
two hours with mother’s milk and water, 1 dr. of 
each being given at a time. The quantity is then 
gradually increased so that within from twenty-four 
to thirty-six hours % oz. is allowed at a feeding. 

In 30 per cent of the cases the tumor is more or 
less one-sided. Three-fourths of the hypertrophy is 
on the outer two-thirds of the pylorus. The inner 
third is small and concave. I. W. Bacu. 


Macleod, D. M.: Draining the Stomach When the 
Pylorus Is Not Obstructed. Practitioner, 1920, 
civ, 73. 

When in cases of gastric ulcer the pyloric opening 
is normal and a posterior gastro-enterostomy has 
been decided upon, a very good method of draining 
the stomach is to make the incision in the jejunum 
about 1% in. longer than the incision in the stom- 
ach. Contractions which would otherwise close the 
opening in the stomach are then prevented from 
doing so by the greater bulk of the jejunum attached 
to the opening. An additional factor in maintaining 
the patency is the puckering of the jejunum produced 
by the method. The difference in the drainage 
afforded by this and the older method is well shown 
by the X-ray. P. M. Cuase. 


Foisy, E.: Duodenal Occlusion Due to Congenital 
Malformation of the Ascending Mesocolon 
(Occlusion duodénale par malformation congénitale 
du mésocolon ascendant). Bull. et mém. Soc. de chir. 
de Par., 1919, xlv, 1548. 


Foisy’s case of duodenal occlusion was that of a 
girl 14 years of age. Constant abdominal pain re- 


ferred to the epigastric region was associated with 
periodic biliary vomiting. During the crises of 
vomiting it was necessary to resort to rectal feeding. 
There was rapid cachexia and increasing oliguria. 
The whole syndrome suggested duodenal occlusion. 
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The condition rapidly became worse and death 
finally seemed imminent. 

On the fifth day after the diagnosis was made a 
median laparotomy was done. When the omentum 
and transverse colon were raised the duodenojejunal 
angle was seen to be situated to the right of the 
vertebral column. In the ascending colon above 
the hepatic angle was a kink due to a horizontal 
stricturing band of the ascending mesocolon. Sec- 
tion of this band caused the disappearance of the 
kink. The horizontal portion of the duodenum was 
compressed by a posterior band from the ascending 
mesocolon which was distinct from the anterior band. 
This band also was sectioned. The child recovered. 

The stricturing bands were quite isolated and 
there were no otheradhesions. It therefore appeared 
that they were congenital rather than inflammatory 
in origin. They were situated at the point where the 
attachment of the ascending mesocolon to the 
posterior parietal peritoneum ended. 

There are two types of duodenal occlusion due to 
congenital stricturing bands: (1) high occlusion, 
above the ampulla of Vater, due to stricturing of 
the hepatic angle by a cysto-duodeno-omental liga- 
ment of congenital origin (Harris of Chicago has 
reported 6 such cases), and (2) low occlusion, below 
the ampulla of Vater, due to stricturing of the trans- 
verse portion of the duodenum by the mesocolon as 
in the case reported in this article. The latter type 
appears to be very much more rare than the former. 

W. A. BRENNAN. 


Perry, A. C.: Four Unusual Cases of Intestinal 
Obstruction. Lancet,.1920, cxeviii, 318. 


The four cases reported were observed by the 
author within the space of forty-eight hours. * 

In the first case cited, that of an infant a few 
hours old, the proximal end of the distal ileum to the 
extent of 30 cm. was found to be only 1 cm. in 
circumference and the portion of bowel beyond the 
obstruction was practically empty. The atresic 
portion was twisted and bound by adhesions. A 
fact which rendered the diagnosis difficult was that 
on physical examination the patency of the rectum 
was questionable. 

In the second case, that of a girl of 4 years, a 
segment of the lower ileum about 2 ft. long was found 
to be strangulated by two bands of adhesions be- 
tween the walls of the ileum and the mesentery. 
For forty-eight hours this patient had had pain 
which was localized chiefly in the right iliac fossa 
and suggested appendicitis. 

‘In the third case, that of a woman who was 
eighteen weeks pregnant, a hernia through the right 
sciatic notch was found with fixation of the gut. 
The cause of the obstruction was obscure, although 
the symptoms and physical findings in this, as in 
the other three cases, were those of obstruction. 
From the history it seemed probable that the hernia 
had occurred and reduced itself three days before it 
became strangulated. It is remarkable that this 
patient alone of the four survived, and that her 


440 


pregnancy continued in spite of the fact that the 
gut was ruptured at operation. 

In the fourth case, that of a man 56 years of age, 
the cause of obstruction was a kink formed by a 
band of adhesions from the mesentery to the small 
intestine. A syndrome of mild type, the presence of 
a reducible inguinal hernia on the left side, and a 
tuberculous hip rendered the diagnosis difficult. 

In addition to the case histories the article gives 
the details of the operations and the postmortem 
findings. J. W. Ross. 


VandenBerg, H. J.: A Refined Technique in Intes- 
tinal Obstruction. J. Michigan State M. Soc., 
1920, XViii, 67. 

In intestinal obstruction drainage of the distended 
gut has reduced the mortality practically 50 per cent 
and today is regarded as a fundamental principle in 
surgery. The author describes a modification of the 
technique used by Moynihan to prevent soiling as 
follows: 

The gas is removed with a hypodermic needle, the 
gut stripped of its contents, a purse string suture 
introduced, and an opening made inside the suture 
just large enough to admit a glass tube % in. in 
diameter. This suture is tied to the tube and the 
gut then pushed onto the tube as far as possible so 
that evacuation will be effected in all directions. 
Upon the withdrawal of the tube the suture is tied 
tightly, sterilized, and buried by a serous suture. 

This procedure will absolutely prevent soiling. 

P. M. CHASE. 


Pitzman, M.: ‘‘No Surgical Appendicitis Without 
Organic Strictures.’”’ Ann. Surg., 1902, Ixxi, 
149. 

The author reports his observations of 250 cases 
of acute, and 500 cases of chronic, appendicitis and 
states his theory regarding the relation of organic 
stricture of the appendix to surgical appendicitis. 

In acute appendicitis examination shows the 
appendix to be distally dilated and congested to 
within % in. of the cecum and beyond that com- 
paratively normal in appearance. After the removal 
ef the appendix a practically impassable stricture 
is seen at the juncture of the normal with the 
dilated portion and marked differences in the mucosa 
of the two parts demonstrate beyond a doubt that 
the stricture is the cause of the condition. 

In gangrenous cases it will be found usually that 
the gangrene also stops short of the cecum but 
extends into the mesentery for a variable distance 
depending upon the condition of the appendix. 
In the author's opinion the infection of the appendix 
is not hematogenous but due to the bacteria-laden 
feeces confined by the stricture to the distal end of 
the appendix. 

The pathology of true chronic appendicitis is 
absolutely the same as that of the acute form except 
for the absence of infection, and appendicitis is the 
cause rather than the result of the adhesions so 
often found. 
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In cases of stricture there is a history of sharp 
pain, while in those without stricture pain is absent. 
The former are relieved by operation permanently 
and the latter only temporarily. 

According to the author, the attack is brought on 
by closure of the stricture. Colicky pains follow, the 
appendiceal walls become involved, appendiceal 
peristalsis ceases, and localized tenderness on 
pressure results. 

The author’s conclusions are summarized as 
follows: 

1. Attacks of acute suppurative appendicitis are 
brought on by closure of a preformed stricture. 

2. The inflammation and eventual gangrene 
are caused by the bacteria in the locked-up feces. 

3. In true chronic appendicitis there is a stricture 
which during the intervals between attacks is 
patent. P. M. CHASE. 


Warwick, M.: Tuberculosis of the Appendix. 
Ann. Surg., 1920, 1xxi, 139. 

This article reports three cases of proven tuber- 
culosis of the appendix and gives a brief review of 
the literature. In one of the author’s cases the 
tuberculous lesions were found only in the ap- 
pendix. 

Primary tuberculosis of the appendix is extremely 
rare. Secondary appendiceal tuberculosis is most 
frequently associated with a tuberculous process in 
the intestine, especially in the cecum. The lesions 
in the appendix result from hematogenous infection 
and infection by contiguity. 

Three forms of the disease may be recognized: 
(1) miliary, (2) hyperplastic, (3) ulcerative. The 
author describes each in detail. Frequently the 
diagnosis may be made only with the aid of the 
microscope. The symptoms resemble those of 
ulcerative appendicitis. P. M. Case. 


Bazy, Témoin, and others: Discussion Regarding 
the Operative Indications in Acute Appendici- 
tis (Des indications opératoires dans l’appendicite 
aigué). Bull. Acad. de méd., Par., 1919, lxxxiii, 207. 


In discussing the recent communication of Té- 
moin on the treatment of acute appendicitis Bazy 
maintains that in this condition the surgeon is much 
more responsible than the physician. The surgeon 
should direct the treatment from the beginning. 
Immediate operation should be the rule. If the 
surgeon were called into consultation sufficiently 
early there would be no cause for delay. 

During 1919 Témoin operated upon 234 cases 
of appendicitis, 177 in the febrile and 57 in the 
afebrile stage. Of the 177 operations in the febrile 
stage, 6 were performed within the first two days 
and in 2 of these cases pus was fourid in the 
peritoneum. All of the six patients recovered. 
The remaining 171 operations performed in the 
febrile stage were done between the third and the 
twenty-second day. In go cases the lesions were 
limited to the appendix. These patients recovered. 
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In 81 cases pus was found in the abdomen and in 
42 of these the peritonitis was localized. One 
patient died. In the 39 cases of general peritonitis 
there were 11 deaths. 

Témoin’s recent statistics show a higher mortality 
than those reported previously. This he believes is 
due to the fact that the recent epidemic of influenza 
greatly increased the danger of appendicitis. Té- 
moin is an advocate of surgery in every case but 
insists that the operation should be performed only 
when the condition is strictly appendicitis and not 
peritonitis. . He operates in any stage and his total 
mortality has been 3.5 per cent. 

Walther also states that the only resource against 
the grave hypertoxic forms of appendicitis and gan- 
grenous rupturing of the appendix is immediate 
operation. Many such cases develop suddenly 
when the symptoms are very slight. In the absence 
of symptoms which render immediate operation 
obligatory, however, Walther does not operate in 
the acute stage as in such cases the operation must 
be limited and exploration of the colon is not per- 
missible. 

Walther’s statistics for the past twenty years 
are based on more than 700 cases: 1899-1909, 365 
cases, 17 deaths, mortality 3.85 per cent; 1909-1913, 
153 cases, 8 deaths, mortality 5.50 per cent; and 
1913-1919, 162 cases, 2 deaths, mortality 1.23 per 
cent. 

These results are as good as those obtained by 
Témoin and those of the last five years are better. 
Walther insists, moreover, that operative recovery 
is not the only desideratum. The recovery following 
operation done in the afebrile stage is more thor- 
ough and attended by fewer undesirable post- 
operative sequele than that following operation 
performed in the febrile stage. 

According to Jalaquier the discussion has brought 
out two principles: (1) that the procedure of the 
French surgeon is determined by the clinical ex- 
amination and observations; and (2) that at the 
present time appendicitis is almost exclusively 
within the province of surgery. W. A. BRENNAN. 


Whitelocke, R. H. A.: Appendicectomy by a New 
Route. Brit. M.J., 1920, i, 211. 


This report is based on a series of 843 cases 
covering a period of twelve years. There were 18 
deaths, a mortality of 2.25 per cent. The author 
has used the method under discussion almost ex- 
clusively for the past eight years and claims results 
equal to those of operation by other routes. The 
advantages and disadvantages are outlined. 

The operation is designed for the removal of the 
vermiform appendix through the right iliac fossa 
when general exploration is not necessary. The 
incision is made an inch or less internal or medial 
to and parallel with the anterior superior spine of 
the ilium with the spine as its center. It is 2% in. 
in length but may be longer. The aponeurosis of 
the external oblique is split in the direction of the 
incision and the internal oblique and transversalis 
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in a direction approximately at right angles. A 
white line found in about 58 per cent of the cases is 
a suitable cleavage line in the internal oblique. If 
this is not present the same direction is followed. 
The peritoneum may be incised directly or reflected 
mesially and approach made through the iliac 
fossa. The incision is made parallel with the skin 
incision. 

The advantages claimed are many and woulil 
appear to overrule the drawbacks. From a surgical 
standpoint the accessibility in all subjects of the 
iliac spine as a landmark makes the incision more 
accurate. This accuracy is shown by the fact that 
in 86 per cent of cases the presenting viscus was the 
colon or cecum and in only 2 cases in 800 was it 
impossible to find and remove the appendix. In 
one of these transposition was demonstrated by 
the X-ray and in the other a ptosed kidney had 
displaced the caecum to the left side of the body. 

Because of the accurate approach and the small 
amount of suturing necessary the operation is simpler 
and more speedily accomplished than others. It is 
also claimed for it that it is less apt to be followed 
by hernia, even after drainage. The tissues in the 
natural groove are comparatively free from strain 
and the muscles tend to draw together. The peri- 
toneum is not so prone to approach the skin. It is 
thick and well supported by fat and the deep 
muscles are here separated through their thickest 
and strongest parts. Vessels and nerves may be 
avoided. 

In addition it is possible by this procedure to 
ascertain the local condition within the abdomen 
before the peritoneal cavity is opened. Thus a 
retrocolic abscess may be opened from the iliac 
fossa and drained without disturbing adhesions 
already formed. The possibility of removing the 
appendix makes for a short period of drainage and 
a brief convalescence. 

The disadvantages of the method are that ex- 
ploration if desired must be done through a second 
incision, the cecum is at times difficult to return, 
and gravity drainage is not obtained. 

J. W. Ross. 


Wauth, G. E.: The Morbid Consequences of a 
Mobile Ascending Colon, with a Record of 180 
Operations. Brit. J. Surg., 1920, vii, 343. 


The author begins his article with the statement 
that experimental, medical, and surgical research is 
still unable to explain the causes of all the disease 
conditions found in the right upper quadrant of the 
abdomen. A mechanical disturbance is often at 
work in addition to bacterial, toxic, and other 
factors. In a discussion of the anatomical relation 
of the ascending colon to the right kidney, duode- 
num, pancreas, pyloric end of the stomach, gall- 
bladder, and cystic duct, he mentions the importance 
of the normal rotation of the colon from the left 
iliac fossa to the right and the fusing of the mesen- 
tery of the ascending colon with the posterior 
abdominal wall. In a certain percentage of cases 


442 INTERNATIONAL ABSTRACT OF SURGERY 


(20 per cent of those examined at autopsy by Pirie) 
the original colonic mesentery persists and pro- 
duces abnormalities of attachment varying from a 
complete primitive mesentery with non-rotation of 
the colon to the persistence of a very small part of 
the mesentery at one part of the ascending colon. 
In addition, a pseudo-mesentery may be formed 
— on the fascia of the posterior abdominal 
wall. 

In its function the ascending colon is unique in 
that it must force a semi-solid mass uphill against 
gravity. In the presence of a persistent mesentery 
there is wasteful effort in the attempt of the colon 
to fix itself in order to make this function possible. 
As a result, traction is exerted on the attachment 
of the mesentery and this traction is transmitted to 
the viscera underlying its root. The consequence is 
a variety of clinical conditions which the author 
classifies as ‘‘gastric,” ‘‘duodenal,’ “biliary,” 
“renal,” etc., according to the character and localiza- 
tion of the pain. 

In the majority of the 180 cases reviewed the 
trouble began at about the twentieth year of the 
patient’s age. Complaint was made of indigestion, 
fullness, flatulence, and lethargy after meals. The 
pain was of constant location and character but 
variable in time of onset, duration, and interval. 
The variation was to be explained probably by the 
variation in the load of the colon. As a rule there 
was loss of weight. Constipation preceded the onset 
in only 31 of the 180 cases. In the cecum and 
ascending color there was demonstrable fullness. 
Frequently the right kidney was palpable. Sixty- 
eight of the 180 patients had had an appendectomy. 

The gastric type of the condition was char- 
acterized by pain simulating ulcer in location and 
character, but irregular in time of onset, duration, 
and free interval. Nausea was sometimes present 
but vomiting was rare. 

The duodenal type was characterized by ‘‘ hunger 
pain” three to four hours after meals. This was 
sometimes relieved by food but was also variable as 
to time of onset, duration, and free interval. 

The biliary type of the condition was characterized 
by typical gall-stone colic with vomiting, collapse, 
rigidity of the right rectus muscle, and residual 
tenderness over the gall-bladder. In rare instances, 
a faint jaundice was observed. At operation a nor- 
mal gall-bladder and a mobile ascending colon 
were found associated with a persistent anterior 
foetal mesentery joining the gall-bladder to the 
duodenum or hepatic flexure or a sagging of the 


_gastrohepatic omentum which caused kinking of 


the cystic duct. The author believes that in such 
cases the incomplete occlusion of the cystic duct 
contributed to the formation of gall-stones. 

The renal type of the condition was characterized 
by renal crises, collapse, vomiting, and a swollen 
and tender right kidney. The urine sometimes 
showed a few red blood corpuscles but a normal 
kidney was found on examination by cystoscopic 
ureteral catheterization or at operation. 


Another type of case was that in which discom- 
fort in the right inguinal fossa was associated with 
dyspepsia and a history of mucous colitis. When 
seen in children the condition was commonly called 
chronic appendicitis with discomfort in the right 
inguinal fossa, but no rigidity was noticed. Other 
characteristics of the condition were a full ascending 
colon, nausea, anorexia, a high fever, and acetonu- 
ria. Vomiting occurred rarely. In too children 
under 12 years of age who were operated upon a 
persistent mesentery was found in all and appen- 
dicitis in only 7. In 12. of 18 cases of bacilluria 
— cures were effected by fixation of the 
colon. 

The operative technique used by the author 
consists of the following steps: (1) a low right 
rectus incision sparing the nerves of the abdominal 
wall; (2) a general examination of the abdominal 
viscera; (3) freeing of the ascending colon on its 
outer side from the cecum to the hepatic flexure, 
the mesentery being incised at its root; (4) freeing 
of the bed of the ascending colon from fat and cel- 
lular tissues until the psoas and quadratus lumborum 
muscles and nerves of the lumbar plexus are exposed; 
and (5) suturing of the colon back into its bed, begin- 
ning at the cecum, the anterior longitudinal white 
band of the colon being attached to the curtain of 
the fascia and peritoneum by interrupted catgut 
sutures. 

When in the gastric type of the condition there is 
a steep ascent of the transverse colon Waugh uses 
also Coffey’s hammock operation. 

After operation the patient is placed in Fowler’s 

position and glucose is administered by rectum. 
Morphine is given if necessary. On the fourth day 
he is allowed to have a little porridge and from that 
time on the diet is gradually increased. Other 
factors in the after-treatment are the use of an 
abdominal belt and graduated exercises for two 
months. ' 
- The condition was of the gastric type in 97 of 
the 180 cases; of the duodenal type in 40; of the 
biliary type in 11; and of the renal type in 5. In 15 
it involved the right iliac fossa. There were 4 
gastric ulcers, 6 duodenal ulcers, and 1 case of 
colitis. The author does not include in this series 
28 patients seen in military hospitals or the 100 
cases in children under 12 years of age. After 
operation a large number of the patients were free 
from their previous symptoms and general im- 
provement in nutrition, endurance, and weight was 
noted. 

In cases of long standing in adults and those of 
very young persons with a brief history the results 
were poor. In the former the toxic effects described 
by Lane have been noted and in the author's 
opinion they are beyond surgical treatment. 

Colic fixation is advocated as a less radical and 
more anatomical remedy for the condition than 
colectomy. Operation performed early in the course 
of the disease and on children offers the best 
results. F. S. SCHOONOVER, JR. 
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GENERAL SURGERY — SURGERY OF THE ABDOMEN 


LIVER, GALL-BLADDER, PANCREAS, 
_AND SPLEEN 


Candler, A. L.: Abscess of the Liver among 
British Eastern Troops. Lancet, 1920, cxcviii, 
420. 

Inflammation or abscess of the liver is a late 
complication of amoebic dysentery. Ameebic in- 
flammation and abscess of the liver may occur, 
however, even when the patient has never had 
diarrhoea or symptoms which would lead to the 
belief that he is infected with the entamoeba 
histolytica. 

The amoebe were found in only 3 of the author’s 
12 cases. Because they are not given treatment, 
patients without symptoms are more prone to 
liver involvement than those with symptoms. 

The amcebe are found in the walls of the ulcers 
which develop in the large bowel and may be carried 
to the liver by the portal circulation. There they 
cause either a general hepatitis or the formation of 
one or more abscesses. The abscesses are confined 
by a connective-tissue wall and around this is a zone 
of hyperemia. The pus is usually greenish-yellow, 
slimy, and sterile. The amoebe live in the walls of 
the abscess and are found in the drainage tube. 

A solitary abscess usually develops in the right 
lobe of the liver and enlarges toward the ribs, 
beneath the diaphragm (through which it may 
perforate), or toward the epigastrium. In spreading 
toward the ribs or diaphragm it causes a local dry 
peritonitis or pleurisy, pain, reduction of diaphrag- 
— movements, and congestion of the base of the 
ung. 

The diagnosis is difficult. The main symptoms 
are a temperature of ror or 102 degrees, a pulse rate 
of from 100 to 110, asthenia, sallowness without 
jaundice, anemia, localized tenderness depending 
on the location of the abscess, and a leucocytosis of 
from 4,700 to 28,000 with from 70 to 80 per cent 
polymorphonuclears and from 8 to 15 per cent of 
lymphocytes. 

The X-ray is of great value in diagnosing the 
abscess which involves the diaphragm secondarily. 
The presence of pus, however, is the chief indication 
and this is usually discovered by making multiple 
punctures with the trocar and cannula with the 
patient under general anesthesia. When the condi- 
tion is believed to be an amcebic abscess and pus is 
not found by puncture, the liver should be explored 
through an abdominal incision. 

The treatment of hepatitis consists of daily 
hypodermic administrations of emetine in 1 gr. 
doses for ten days, and a further course later if 
necessary. 

If an abscess is present it must be drained either 
by the epigastric or the costo-diaphragmatic route. 
If drainage is to be effected through the thoracic 
wall 1% in. of rib must be resected. Before the 
posterior periosteum at the site of the rib is opened 
the diaphragmatic muscle should be stitched to the 
intercostal muscle to shut off the pleural cavity. 
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The author does not consider aspiration of the 
abscess and injection of quinine sulphate as efficient 
as drainage. 

The after-treatment consists of hypodermic in- 
jection of emetine and careful asepsis in dressing 
to avoid secondary infection. 

The differential diagnosis concerns mainly malaria 
and typhoid fever. 

The prognosis depends upon the duration of the 
abscess, the amount of liver tissue destroyed, and 
the nature of the treatment. 

J. A. H. Macoun, Jr. 


Smithies, F.: Clinical Manifestations in Gall- 
Bladder Disease; A Study of 1,000 Operatively 


Demonstrated Cases. Northwest Med., 1920, 
xix, 31. 
The operative mortality in the 1,000 cases 


reported was 5.9 per cent. Six hundred and seventy- 
two of the patients were females and 328 were males. 
The average age was 43.2 years. In 112 cases (11.2 
per cent) acute infectious ailments seemed to be 
directly responsible for the initial evidences of the 
gall-bladder condition or excited to activity processes 
previously quiescent. 

The conditions demonstrated at operation were 
as follows: non-malignant cholecystitis associated 
with calculi, 509 cases (50.9 per cent); cholecystitis 
with altered bile and sand-like substance, 46 cases 
(4.6 per cent); carcinoma of the gall-bladder, 19 
cases (1.9 per cent); carcinoma of the gall-bladder 
associated with gall-stones, 14 cases (73.8 per cent 
of the total number of cases of carcinoma); chole- 
cystitis without stones, “sand,” or malignancy, 434 
cases (43.4 per cent). . 

Appendectomy had been performed upon 84 
patients prior to observation for the gall-bladder 
ailment. In 682 cases appendectomy was found 
to be indicated and was performed during the lapa- 
rotomy for the gall-bladder condition. Accordingly, 
in 766 cases (76.6 per cent) the gall-bladder disease 
was associated with an abnormal condition of the 
appendix. Enlarged lymph glands were found in 
124 cases, chronic pancreatitis with enlargement in 
63, acute pancreatitis with fat necrosis in 2, enlarge- 
ment of the liver in 73, and peptic (gastric and duo- 
denal) ulcer in 80. 

Pathologically the gall-bladder showed acute 
catarrhal inflammation in 228 cases (22.8 per cent). 
In 51 per cent of this group this inflammation was 
associated with stones and in 8 per cent by a sand- 
like substance. Chronic catarrhal inflammation 
was present in 328 cases (32.8 per cent) and in 63 
per cent of this group was complicated by stones or 
“sand.”’ Chronic inflammation was found in 434 
cases of which g1 per cent showed stones or ‘“‘sand.”’ 
As has been stated previously, carcinoma was pres- 
ent in 19 cases. 

In 21 cases re-operated upon within six months 
after gall-bladder drainage no stones were found at 
the second operation. It seems apparent, there- 
fore, that the presence of gall-stones does not neces- 
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sarily indicate years of gall-bladder disease. About 
85 per cent of gall-stones contain viable bacteria 
whereas the bile is actively infected in only from 
20 to 30 per cent of cases. 

In 59 cases of gall-stones there were apparently 
no symptoms of gall-bladder disease but close 
analysis after the presence of the stones had been 
proved usually disclosed mild digestive disturbances 
or even marked symptoms that had been overlooked. 
Less than 8 per cent of the patients were obese. Ina 
little more than half of the cases the body weight had 
remained constant. Belching was a prominent and 
distressing symptom in 68.9 per cent of the cases, 
nausea in 37.6 per cent, and anorexia in 27.3 per 
cent. In 92 per cent the symptoms were those of 
dyspepsia. 

Jaundice was present in 161 cases (31.6 per cent) 
in which gall-stones were demonstrated and was 
intermittent or constant in nearly one-fourth of the 
cases in which operation failed to demonstrate the 
presence of stones. This indicates how difficult it is 
to determine the actual condition and content of the 
gall-bladder before operation. Usually only a 
diagnosis of cholecystitis can be made even though 
certain symptoms point toward the presence of 
stones as well. 

Pain was a characteristic symptom in 95.5 per 

cent of the cases. In 68.8 per cent it was inter- 
mittent, and in 21.1 per cent, constant. Apparently 
it was as severe in some of the cases in which there 
were no gall-stones as in those in which the presence 
of stones was demonstrated. In the latter group 
it usually ceased almost as abruptly as it developed. 
In severe colics the administration of opium was 
necessary. 
In go per cent of the cases observed the pain was 
| relieved by heat; in 45 per cent, by vomiting; in 
4 82 per cent, by belching; in 22 per cent, by alka- 
lies; and in less than 7 per cent by the ingestion of 
food. The relief afforded by food is an important 
point in the differential diagnosis between peptic 
ulcer and gall-bladder disease. In the latter the 
pain is commonly irregular and without apparent 
definite cause. Other frequent symptoms are a 
-sensation of fullness on pressure, soreness, and a dull 
ache. In 74 per cent of the cases the right upper 
quadrant was the seat of the pain, and in 14 per cent, 
the entire epigastrium. 

Transmission was absent in 32 per cent, including 
23 per cent of the cases of gall-stones and 41 per cent 
of those of non-calculous cholecystitis. ‘Transmis- 
sion into the right back occurred in 63 per cent. 
Abdominal tenderness was recorded in 883 cases and 
absentin117 cases. Jaundice occurred in 287 cases (in- 
cluding 25.5 per cent of those of cholecystitis without 
stones). Vomiting was annoying in 452 cases. Test 
meals showed an average content of free hydro- 
chloric acid of 32.6 and a total acidity of 47.9. Gastric 
achylia was observed in 20.9 per cent of the cases. 
In 87 cases of cholelithiasis stones were definitely 
or inferentially demonstrated by roentgenograms 
in 19 (21 per cent). W. H. Napier. 


INTERNATIONAL ABSTRACT OF SURGERY 


MISCELLANEOUS 


Williams, G.: Loss of the Abdominal Reflexes in 
Affections of the Abdomen. Brit. J. Surg., 
1920, vii, 320. 

The author regards the loss of reflexes in patients 
with abdominal affections as a phenomenon of 
fatigue. The overlying rigidity and paresthesia 
fatigue the muscles to a point at which the reflexes 
become lost. The process producing the change is not 
necessarily inflammatory or dependent upon a 
peritoneal covering since the reflex is found occa- 
sionally in patients with renal colic. 

The period of loss of reflexes, which generally lasts 
for about twenty-four hours, is not completely co- 
incident with the fixation of the muscular wall, but 
usually follows the rigidity. 

The loss of the reflex may be due to an attempt 
to inhibit a reflex contraction of the abdominal wall 
over the painful or diseased part. Loss of reflexes 
in certain abdominal quadrants may be of value in 
localizing the involved area. 

The author suggests that the fatigue of the reflex 
is cerebral rather than spinal. A. J. ScHot. Jr. 


Halsted, W. S.: Self-Eventration of a Large Abdom- 
inal Hygroma through a Scalpel Prick of the 
Peritoneum. Bull. Johns Hopkins Hosp., 1920, 
SEM, £3. 

In May, 1893, a child 2 years old was brought to 
the operating room of the Johns Hopkins Hospital 
to be tapped for ascites. As the short incision was 
being made in the midline, the peritoneum was 
accidentally pricked. Immediately there protruded 
through the prick-hole a vesicle scarcely larger than a 
mustard seed. This little bladder slowly increased 
in size, soon covered the abdomen, and finally, in 
saddlebag fashion, fell over the child’s fanks. A 
broad, flat isthmus of sac extended across the now 
scaphoid belly from one great bag of water to the 
other. The wall of the great cyst was of filmy 
thinness. 

The midline incision was lengthened and a search 
made for the pedicle. Grouped about the pedicle 
were several small cysts all of which seemed to have 
their origin in the great omentum; embryologically, 
in the posterior mesogastrium. A separate cyst, 
about as large as an orange, seemed to be contained 
between the layers of the duodenal mesentery, the 
continuation of the stomach mesentery or posterior 
mesogastrium. This cyst was so adherent to the 
mesenteric vessels that it was feared its removal 
would imperil the circulation of the bowel. There- 
fore its wall was stitched to the parietal peritoneum 
and in a few days it was opened and drained The 
child made a prompt recovery. 

In 1915, twenty-two years later, the patient was 
examined again. According to her mother she had 
suffered no ill effects from the operation. She was 
then married and in good health. Examination of 
the abdomen revealed nothing abnormal except 
a little tenderness near the appendix. 
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Halsted states that the possibility of lymphatic 
cyst should be borne in mind whenever a child with 
distended abdomen comes under observation. 

Another case cited in this article was that of an 
infant, 7 weeks old, who was operated upon at the 
Johns Hopkins Hospital for the relief of what was 


supposed to be intestinal obstruction. The cause 
of the distention was a lymphatic cyst. The child 
died. In the author’s opinion it is possible that this 
infant might have been saved if the correct diagnosis 
had been made and the cyst evacuated or possibly 
eventrated through a small incision. G. E. Bery. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Goodman, R.: The Pathology and Treatment of 
Chronic Osteomyelitis in Unhealed War 
Wounds. Therap.Gaz., 1920, xliv, 94. 


In the author’s opinion the infection of war 
wounds is more lasting than that of wounds received 
in civil life and therefore requires longer after- 
treatment. 

Traumatic osteomyelitis resembles the spontane- 
ous osteomyelitis of childhood. While in civil life 
acute diffuse osteomyelitis rarely follows compound 
fractures treated by careful surgery, in war wounds 
complications are frequent because of the extent 
and severity of the bone lesion, infection, and 
the hasty first-aid treatment. 

Goodman advises against the use of gauze drains 
in osteomyelitis and does not believe that helio- 
therapy is of any therapeutic value in such cases. 
The only treatment is operation at the proper time. 
The cavity must be oblitereated by wide removal of 
bone to allow the neighboring tissues to fall in. 
The removal of a joint should be avoided if possible 
as an ankylosed joint is better than a flail joint. 

E. C. ROBITSHEK. 


Gibney, V. P.: The Arthritides and Focal Infection. 
J. Orthop. Surg., 1920, ii, 63. 

The term ‘‘arthritides” the author applies to an 
arthritis involving the articular or peri-articular 
structures of one or more joints. Osteomyelitic 
or periosteal lesions regarded as tuberculous or 
malignant are not considered. 

Some years ago Murphy stated that the time was 
not far distant when the terms “rheumatism” and 
“gout” would be employed no longer, but labora- 
tory workers and internists still maintain that these 
conditions are distinct entities and that they 
may be promptly relieved, if not cured, by specific 
medication. When the acute stage merges into the 
chronic stage, however, and when one or more joints 
are greatly impaired in function and persistently pain- 
ful, search is now made for a focus of infection even 
though the laboratory continues to report the con- 
dition as rheumatism. Usually such a focus of infec- 
tion is found in the oral cavity, the sinuses, the in- 
testinal tract (including the gall-bladder), the geni- 
to-urinary organs, or the parts of the anatomy 
studied by the proctologist, the gynecologist, and 
the neurologist. 


Gibney gives a brief history of several cases which 
have come under his observation. In his opinion 
arthritides are the most difficult cases in orthopedic 
surgery and while they naturally come under the 
care of the orthopedic surgeon it is better to rely for 
their treatment on a medical group as no one man 
can bring all of them to a successful issue. 

Gibney’s conclusions are summarized as follows: 

A focus of, infection should be diligently sought 
for in every case of arthritis in which tuberculosis, 
malignancy, or trauma are not self-evident causes 
or controlling factors. 

A mono-articular arthritis demands the same pains- 
taking investigation as a polyarticular arthritis for 
it is not possible to tell when the former may merge 
into the latter. 

So long as the treatment of a focus of infection 
does not give relief, it cannot be assumed that the 
infection is at an end. 

The arrest of the infection does not mean that the 
exudates in and around a joint will disappear unless 
orthopedic measures are employed to bring about 
resolution and restoration of function. 

There may be more than one focus of infection. 
As many organs are exposed to bacteria of a pus- 
producing nature a careful study of these organs 
should be the rule. G. E. Betsy. 


Jones, R.: Flail Joints and Their Treatment. 
Brit. M. J., 1920, i, 175. 


To prevent flail joints resulting from operations 
do not remove too much bone. Preserve the mus- 
cular attachments and important bone prominences, 
Do not keep the leg in traction too long after the 
excision. Maintain the joint in the position for best 
function, regardless of ankylosis or mobility in the 
end-results. 

The treatment of flail joints is outlined as follows: 

1. Treat radically all discharging sinuses and 
osteomyelitis. Fix the joint with its surfaces 
approximated as there is a chance of ankylosis, 
especially in the elbow and shoulder. 

2. In the absence of sepsis fix the joint in the 
best position for function. Then re-educate the im- 
portant muscles of the joint (in the shoulder, the 
deltoid; in the elbow, the biceps). 

3. Approximate the joint surfaces and hold with 
sutures. 

4. Attempt to ankylose the joint. 

Flail hip: The treatment depends upon the 
amount of bone lost. If the head and neck are 


I 
f 
| | 


446 INTERNATIONAL ABSTRACT OF SURGERY 


missing, obtain function by the use of calipers and 
the correction of deformities. Bone grafting to 
obtain ankylosis is not expedient. If the trochanter 
and upper shaft are missing, a sliding graft reaching 
to the acetabulum will produce ankylosis. Grafts 
from other parts of the body are not satisfactory. 

Flail knee: In this condition it is best to produce 
ankylosis by sawing off the bone ends. If there is 
much separation of the bones, use a sliding graft 
either from the tibia or femur. An alternative is 
the use of an artificial limb or calipers. 

Flail ankle: Flail ankle is rare in war surgery. 
Treat by inducing ankylosis or by amputation. 

Flail shoulder: Muscle re-education is preferred 
to ankylosis of the joint when only the head of the 


. bone is missing and the muscles attached to the tu- 


bersities and the deltoid are functioning. When 
more bone is missing an autogenous bone graft 
shaped like a mallet may be introduced into the 
humerus and the bulbous end fitted into the glenoid 
cavity. When there is much shortening of the 
humerus care should be taken to fix the joint in a 
position such that the patient is able to bring his 
hand to his mouth. The acromion and coracoid 
processes should be split and approximated to the 
humeral head and immobilization continued for 
three months. The scapula must be freely movable. 
Re-educate scapular movements. 

Flail elbow: Conservative treatment is possible 
only when the ends of the bones are broad and the 
muscles can be re-educated. The operative treat- 
ment may be to induce ankylosis or to obtain a 
movable joint. Ankylosis is successful only when 
there is sufficient bone surface. Pseudarthrosis 
should be attempted only when the muscle power is 
good. Operation consists of making a wedge at the 
lower end of the humerus, placing fascia lata over it 
and then fitting it into a prepared space between 
the radius and ulna. The bones should be held 
together with a kangaroo tendon passed through a 
drilled hole. Fix the arm in abduction. Voluntary 
movement may be allowed after three weeks. Re- 
move the fixation after eight weeks and place the 
arm in a sling to prevent stretching of the biceps. 

Flail wrist: This condition is very rare and 
requires ankylosis. 

Stiff joints: Stiff joints may be caused from 
fracture in the joint or long immobilization. Gradual 
flexion of a stiff knee instead of forcible flexion is 
preferred. The power of voluntary extension from 
the new angle of flexion should be tested regularly. 
If the quadriceps is adherent, loosen adhesions and 
interpose fat and fascia between it and the bone. 
When the capsule is scarred and shortened make a 
curved incision from the attachment of the internal 
lateral ligaments to the tibial tubercle. In cases of 
intra-articular adhesions, treat conservatively by 
gradual flexion. Effusion in the joint does not 
contra-indicate treatment. If the patella is adherent 
to bone by bony adhesions, chisel out and interpose 
membrane. If the adhesions are fibrous, conservative 
treatment may be attempted. Complete ankylosis 


of the knee joint should be left alone in war surgery 
unless there is deformity. 

Flexion of knee: If the knee is flexed at 30 
degrees, leave alone; if flexed beyond that angle, do a 
cuneiform osteotomy and fix at an angle of 15 or 20 
degrees. Lateral deviation of the knee and genu 
recurvatum should also be treated by osteotomy. 

Pio BLANco, 


P. W.: Foot Disabilities. J-Lancet, 1920, 
xl, 65. 

Before his discussion of the pathology of the foot 
the author gives a detailed description of the 
anatomy, movements, and functions of the normal 
foot. 

Weak foot is due to derangement of the foot 
mechanism from the fatigue and strain of muscles 
working at a disadvantage. Ill-fitting shoes and 
faulty attitudes, diseases such as_ tuberculosis, 
arthritis, and prolonged illness, injuries such as 
sprains and Pott’s fracture, adiposity, inactivity, 
and overwork are some of the important etiological 
factors. 

The symptoms vary, the most common being 
weakness of the ankles, fatigue, discomfort in all 
shoes, stiffness and swelling, numbness, and moisture, 
especially in the afternoon and evening. The patient 
does not walk as much as usual. The pain or dis- 
comfort may be in any one area or in several— 
the heel, arch, ball of the foot, instep, outer border, 
calf, knee, thigh, hip, or back. Usually the dis- 
comfort is present only during or just after the foot 
is used. 

These early symptoms are due to muscular strain 
which may precede depression of the arch by some 
time. Inward bulging and abduction of the fore- 
foot may be the only deformities. When the 
ligaments give way, the bones assume abnormal 
relations and the feet become flat. After the bones 
become fixed in an abnormal position pain is often 
absent. All flat feet are mechanically weak, but not 
all are painful. In some cases low arches are inherited. 

Before the shoes are removed the author notes 
whether the patient limps or toes out; whether 
the gait is elastic, the inner ankles are prominent, 
the soles are flat on ground, the toes are turned up, 
or the joint of the big toe is prominent. 

In the bare feet he notes whether the toes are flat. 
flexed, or extended, parallel or pinched; whether 
there is a bunion; whether the forefoot is flat and 
wide; the scaphoid bulges; the tendo achillis is verti- 
cal or convex; and whether there are callouses. He 
determines also the circulatory condition of the feet 
and notes whether Feiss’ line is below the scaphoid, 
whether the patient can rise easily on the toes, and 
whether the height of the arch is increased in that 
position. A plumb line from the center of the 
patella falls inside the second toe. Further examina- 
tion is made for foot deformity at rest or with weight 
bearing. The range of motion and the power of 
abduction and adduction are tested. An impres- 
sion of the foot is made with and without weight 
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bearing. The X-ray is used to determine the 
presence of changes in the bones, exostoses, and 
arthritis. 

The author gives Whitman’s classification of foot 
disabilities: (1) the normal foot improperly used; 
(2) the foot which is normal at rest, but forced into 
anattitude of deformity by weight; (3) the foot 
in which voluntary motion is limited and forced 
motion is painful; (4) persistent deformity with the 
foot at rest. 

The object of treatment is to bring back to normal 
» shape, attitude, and voluntary motion of the 

oot. 

The shoe should be broad enough in the toes to 
permit plantar flexion of the toes. The sole should 
be the shape of the sole of the foot, the heel broad 
and the inner edge straight. If the muscle balance 
is correct, a flexible shank may be worn. 

Dancing, proper walking, and exercises are 
beneficial. In some cases manipulation should 
precede exercises. In the treatment of more rigid 
feet forcible manipulation and over-correction in:a 
plaster cast may be necessary. 

A lift the entire length of the inner border of the 
shoe may be sufficient with or without strapping. 

A brace must always be used after forced correc- 
tion of rigid feet and must be made over a plaster 
model. Heat followed by massage is beneficial 
during the period of muscle strengthening. In some 
cases tenotomy or stretching of the tendo achillis is 
necessary. 

Lowering of the anterior arch is usually due to 
narrow pointed shoes. To correct this condition a 
felt pad should be fastened with adhesive strips just 
behind the metatarsal heads. Later, if necessary, a 
brace with an anterior arch convexity may be used. 
Flexion exercises of the toes strengthen the natural 
supports. D. H. LEVINTHAL. 


FRACTURES AND DISLOCATIONS 


Albee, F. H., and Weigel, E. P.: Restoration of 
Loss of Bone, Including an Analysis of the 
First Hundred Cases of Fracture Treated by 
Bone Graft at the U. S. General Hospital No. 3, 
Colonia, N. J. J. Am. M. Ass., 1920, Ixxiv, 589. 


The successful treatment of traumatic fractures 
depends primarily upon the recognition of the under- 
lying laws of tissue growth and healthy metabolism. 
In the surgical repair of bone by means of the bone 
graft the technique and mechanics of the work are 
based wholly on the establishment of a suitable 
environment for the growth of the transplanted 
bone and the ultimate solid fixation of the fragments 
which have been grafted together. Conditions favor- 
ing the operation of Wolff’s law of bone growth and 
the important influence exerted upon bone prolif- 
eration by mechanical stress (the frictional-irrita- 
tion law of Roux) are provided by the inlay or Albee 
method of technique. By this procedure the graft, 
which is accurately cut and includes all four bone 
layers, is inserted with a cabinet maker’s accuracy 


of fit and with exact coaptation of the corresponding 
layers of the graft and host fragments, i.e., the peri- 
osteum, cortex, endosteum, and marrow. 

All metal agents for internal fixation are absolutely 
contra-indicated in this work. The graft itself must 
serve as the main fixation agent as the use of foreign 
bodies, such as screws, metal plates, and nails, 


inhibits the growth of the transplanted tissues and - 


introduces a devitalizing element which may be a 
potent factor in arousing latent infection. 

In the cases reviewed in this article—the first 100 
cases of fracture treated by Albee with bone grafts 
at U. S. Army General Hospital No. 3 at Colonia, 
N. J.—difficult problems of mechanical adjustment 
were often encountered. The procedures included 
operations performed for the replacement of bone 
loss and the restoration of motion and function in 
the shoulder joint, the synthetic transplantation of 
tissues in the formation of new fingers when all but 
the thumb had been shot away, the relief of com- 
pression fractures of the spine, and the repair of the 
mandible. 

It is believed that success in this type of osteo- 
plastic work depends in large measure upon the care- 
ful observance of such points of technique as the 
following: an early and thorough study of the 
wound; pre-operative treatment of persistent infec- 
tion; the use of the inlay type of graft including all 
four bone layers which is so inserted into the host 
fragments that its layers are in perfect apposition 
to the corresponding layers of the host bone and 
it fits in place exactly; adequacy of the graft 
to serve as the main fixation agent; accuracy and 
rapidity of operative technique (greatly facilitated 
by the use of electrically driven instruments); and 
adequate postoperative fixation by immobilization 
in a plaster of Paris cast. 


Willard, D. P.: The Treatment of Non-Union in 
Compound Fractures. Ann. Surg., 1920, Ixxi, 
182. 


The author had an opportunity to see a great 
many ununited fractures treated according to a 
variety of methods while working with the British 
at Shepherd’s Bush and St. Katherine’s Hospital 
in London. He is fully convinced that the percent- 
age of non-union was much smaller in the casu- 
alties of the 1918 campaign than in the campaigns 
of 1915 and 1916. This was due unquestionably to 
the better surgical technique used at the casualty 
clearing stations and especially the employment of 
Thomas splints. 

The cases of true non-union were due to infection 
or extensive loss of bone substance caused either by 
a missile or too radical removal of bone fragments 
at the primary operation. 

The treatment may be divided into two main 
parts: first, the restoration of function of the dis- 
abled limb,‘and second, the treatment of the frac- 
ture. Ifin a fracture of the arm the use of the fingers 
is delayed until the fracture is healed, great diffi- 
culty will be experienced in obtaining functional 
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efficiency. Much of this disability can be avoided 
by early exercise, active whenever possible and pas- 
sive only when the fracture is so low that active 
motion is prohibited. 

The length of time that should elapse between the 
closing of all sinuses and the operation for non-union 
should be at least six months, and if the infection has 
been severe and prolonged, nine or even twelve 
months. Heavy massage of the scar for ten days 
should be carried out before any operation is done. 
If a reaction appears operation should be delayed. 

At the first operation the scar should he dissected 
away from the soft parts and from between the bone 
fragments. Smears from the deep tissues should be 
made and the wound closed. In some cases infection 
will reappear after this operation, but if no reaction 
occurs the secondary operation should be done in 
eight or ten days. 

The author is opposed to the use of any metal as 
a fixative as it acts as an irritant and causes bone 
atrophy at the place where growth is most desired. 
When it is possible to freshen the ends of the bones 
‘and obtain good apposition by the aid of catgut or 
kangaroo tendon, this should be done. Autogenous 
grafts taken either from the same bone or, better, 
from a healthy bone in some other part of the body 
afford the best fixation. In the smaller long bones a 
thin, flexible graft covered with periosteum seems 
to give better results than heavier grafts which may 
be entirely absorbed within a short time. 

It must be borne in mind that many cases of so- 


- called non-union will eventually unite if good im- 


mobilization is continued for a long time. 
GATEWOOD. 


Henderson, M.S.: Ununited Fractures of the Hip. 
Surg., Gynec. & Obst., 1920, xxx, 145. 


This paper is based upon the study of 120 cases of 
ununited fractures of the neck of the femur. Sixty- 
eight of the patients were males, and 52, females. 
Twenty-six were operated upon, but in 94 cases no 
attempt was made to relieve the condition. In the 
majority of cases non-union resulted from incorrect 
diagnosis at the time of the accident, but often, for 
“some justifiable reason, no treatment had been given 
even when the diagnosis had been correct. In a few 
cases the measures used had been rather routine and 
not adequate in any sense. 

Of the patients operated upon, 20 were males, and 
6 females. The duration of the non-union varied 
from three months to three years. Nails or screws 
were used in 8 cases, and bone in 18. There were no 
deaths. Infection, which was slight, developed in 
only 2 cases. In 8 cases in which metal was used as a 
fixative, a good result was obtained in only t. 
Autogenous grafts may be obtained from various 
bones but the fibula is the most satisfactory. 

The end-results of the operation in 7 of the 26 
cases are not known. Ten operations were successful 
and 8 are known to be failures. One patient is still 
under observation, but the result in this instance 
promises to be good. Thus good results, i.e., bony 


union and good function, were obtained in 38 per 
cent of the operations. Of the entire series of 120 
patients coming for relief, however, only 10 (8.3 per 
cent) were benefited. 

. The author summarizes his conclusions as fol- 
ows: 

1. In the majority of cases non-union is due to the 
fact that the fracture was not recognized at the 
time of the accident and therefore was not treated. 
In other cases, in which the diagnosis is made cor- 
rectly, the treatment is often faulty and weak. 
An impacted fracture must be kept impacted 
until it is united. 

2. Comparatively few of the cases of ununited 
fractures of the hip are suitable for surgery. 

3. Advanced age, poor general health, etc. are 
contra-indications to operation, but the chief contra- 
indication is absorption of the femoral neck. In the 
case of a patient 25 years of age the absorption of the 
neck of the femur may be so great five months after 
the accident that no measure will offer any hope of 
benefit. 

4. In suitable cases any means that will freshen 
the fractured surfaces and maintain them in apposi- 
tion is sufficient. For the latter purpose autogenous 
bone pegs are the most satisfactory. 

5. Bone from the fibula seems to be best for 
bone pegs as it is easily obtained and is never 
missed if it is removed 4 in. above the external 
malleolus. 


Turner, P.: Notes on a Series of 103 Cases of 
Compound (Gunshot) Fractures of the Femur 
Treated at a General Hospital in France. 
Lancet, 1920, cxcviii, 488. 


The author recognizes three periods in the evolu- 
tion of the treatment of fractures of the femur. In 
the first, which occupied about the first year of the 
war, the methods were very similar to former meth- 
ods. In the second period, which extended from the 
summer of 1915 to about the beginning of 1918, 
new methods of treating wounds and fractures were 
brought forth and perfected. The improved meth- 
ods which brought about the good results obtained 
during 1918 included the use of the Thomas splint, 
the suspension method of Sinclair, the caliper 
method of extension, and the use of other contriv- 
ances for improving position. The appliances were 
really devised during the second period. The third 
period began early in 1918 and was characterized by 
the establishment of a specially equipped femur 
hospital for each area in France and similar hospitals 
at home. 

The series of 103 cases considered by the author 
were treated during the second period in General 
Hospital No. 3. Before admission the treatment 
consisted in cleansing of the wound and usually 
the application of a Thomas splint. 

X-ray examination was followed by the removal of 
all loose fragments and foreign bodies and the appli- 
cation of a Thomas splint or, in a few cases, a sus- 
pension Hodgen. The patients were not discharged 
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until active sepsis had subsided and all danger of 
secondary hemorrhage had passed. ‘The average 
stay in the hospital was fifty-two days. The 
mortality of this series was 13.59 per cent. The 
author gives the cause of each death. 

Comparison of the mortality statistics of this 
series with those of the earlier period shows a great 
improvement in the second period. The mortality 
in 5 cases of amputation in this series was 20 per 
cent. 

The author describes a new method of measuring 
the degree of shortening in femurs fractured below 
the neck. He measures from the great trochanter 
to the head of the fibula. W. P. Hersst. 


Bowlby, A.: The Results of Fracture of the Femur 
Caused by Gunshot Wounds. JN. York M. J., 
1920, Cxi, 133. 


The author reviewed the histories of cases of frac- 
ture of the femur and found that there was a general 
improvement in the results of treatment throughout 
the war. 

The number of limbs saved increased greatly 
toward the end of the war. The conditions neces- 
sitating amputation were acute sepsis in 40 per cent 
of the cases, gas gangrene in 33 per cent, secondary 
hemorrhage in 12 per cent, dry gangrene in 4 per 
cent, and osteomyelitis and other conditions in 11 
per cent. 

Shortening, malposition, joint stiffness, and non- 
union became rare with the adoption of improved 
methods of management. 

The Thomas splint applied at the front was used 
during transportation. At the base hospital its 
use was continued or a Hodgen or a Watkins- 
Williams splint was applied to permit joint mobiliza- 
tion. With the improvement in the methods of 
splinting open operations became less frequent. All 
procedures were carefully controlled by the X-ray. 

The removal of necrosed bone was not long 
delayed. This operation was necessary in from 20 
to 30 per cent of the cases and was performed 
between the eighth and fourteenth weeks. 

Primary and delayed primary closure of the 
wounds gave increasingly good results. K. L. Vene. 


Mosti, R.: Fractures of the Anterior Tubercle of 
the Tibia (lrattura da stranpamento della tube- 
— anteriore della tibia). Riforma med., 1919, xxxv, 

93- 

Direct fracture of the tibial tubercle may be either 
partial or total. A total bursting fracture is always 
complicated by injury to the ligaments. In total 
rupturing fractures the tubercle is completely de- 
tached, the detached fragment consisting of the 
tubercle alone, a part of the tibial head, or the 
articular cartilages. The form and dimensions of 
the fragments therefore vary greatly. 

The detached fragments may assume any one of 
three positions: (1) they may remain in their normal 
position, held by strips of periosteum or patellar 


ligament; (2) they may undergo a movement of 
basculation, the base remaining fixed, and either 
protrude from under the teguments or become em- 
bedded between the femoral and tibial condyles; 
or (3) they may ascend so that the patella is raised 
to a plane higher than normal (the synovial mem- 
brane may or may not be involved). 

Many types of partial fractures of the anterior 
tibial tubercle may be recognized only by roent- 
genological examination. Osgood-Schlatter disease 
is classified by some’ authors as a partial frac- 
ture of the anterior tubercle of the tibia, but by 
the majority is believed to be of inflammatory 
origin. 

The symptoms of fractures of the tibial tubercle 
vary according to whether the fractures are partial 
or total, but both types of injury are manifested by 
local pain, functional impotence, and loss of the 
power of extension. The author sums up the differ- 
ences between them as follows: 

Total fractures: The swelling in the region of 
the knee is considerable and diffused even over 
parts of the upper third of the leg. The skin is 
usually unbroken. The patella protrudes and its 
mobility is greater than normal. Beneath the 
patella a bony mass can be felt which is movable in 
every direction. Under the bone fragment is a 
depression which corresponds to the head of the 
tibia and was formerly occupied by the tubercle. 

Partia! fractures: The swelling is less pronounced 
and more localized than that following total fracture. 
In nearly every case the skin is injured. The pa- 
tella occupies its normal position and there is no 
bony mass beneath it. Only when the lower portion 
of the patellar tendon is injured is there irregularity 
in the form of the bony surface of the tibia with pain 
on pressure. Instead of a depression in the area 
occupied normally by the tubercle there is a pro- 
jection of the partially detached fragments. 

A clinical diagnosis of total fracture is possible 
when the local condition is favorable but when, as 
in the majority of cases, the swellii; is marked, the 
diagnosis is very difficult. The condition may be 
confused with contusion and deformity of the knee, 
fracture of the upper extremity of the tibia, detach- 
ment of the lower insertion of the patellar ligament, 
and transverse fracture of the patella. 

Partial fractures also may be difficult to diagnose 
and in many cases a clinical diagnosis may be made 
only by determining the location of the pain exactly. 
Radiography is the principal aid to clinical diagnosis, 
but is not to be relied upon too implicitly. 

Partial fractures may be treated by massage and 
progressive mobilization. Total fractures demand 
operation; the tuberosity should be reduced to its 
normal position, blood effusions removed, and bone 
spicules which cannot be replaced in proper posi- 
tion should be extracted. Orthopedic treatment 
of total fractures usually gives poor functional 
results. 

A case of total fracture in which operation was 
performed is reported. W. A. BRENNAN. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Tuffier: Cinematic Amputations (Les amputations 
cinématiques). Bull. Acad. de méd., Par., 1920, 
Ixxxiv, 51. 


In order to study the value of cinematic amputa- 
tions at first hand Tuffier visited the Rizzoli Ortho- 
pedic Institute at Bologna and several Italian clinics. 
The procedure most frequently employed, and the 
only one which he believes is efficacious, is the for- 
mation of a unilateral or bilateral muscular or ten- 
dinous loop. Other types of cineplastic operations 
have only a limited application and their ultimate 
value is doubtful. In all of the latter the motor is 
powerful, but in the majority the movement is either 
useless or insufficient. 

Cinematization after amputations of the leg or 
thigh has not been very successful but following 
an amputation of the arm, and especially of the fore- 
arm, the results of both primary and secondary 
cinematization are of interest. 

Tuffier studied the muscle motor, the mobility 
of the cinematic loop, and the value of the mobile 
part of the prosthetic apparatus attached to the 
cinematized limb stump. While the first two, i.e., 
the surgical parts, give good results, those obtained 
from the prosthesis are defective. In fact, the gen- 
eral inferiority of ciniematizations as regards practical 
results is due entirely to the imperfection of the 
cinematic apparatus. Proving this is the fact that 
in most cases not more than 5 or ro per cent of the 
muscle motor is transmitted to the fingers of an 
artificial hand. W. A. BRENNAN. 


Mennell, J. B.: Some Remarks on “Bone Setting:”’ 
The Practice and Results of Forced Movement. 
Lancet, 1920 cxcviii, 297. 

Mennell states that until the old doctrine of 
absolute rest and fixation has been supplanted by 
the more modern Lucas-Championiére combination 
of rest and mobilization, the type of disability which 
fills the ‘‘bone-setter’s’’ rooms will never disappear 


. Failure to correct disability resulting from injuries 


is due to the lack of proper knowledge of the normal 
function and movements of joints and the over- 
zealousness of a large number of surgeons who are 
afraid of doing too little. Adaptive shortening of 
muscles resulting from non-use or the presence of 
sepsis is of importance and the correction of this 
disability should be such as gradually to restore 
the elasticity of the muscular connective tisue. 
Adhesions of the tendons or joints should be 
broken up by a rapid steady movement in order that 
stretching of the pathologic structures or straining 
of the normal muscles and tendons may be avoided. 
With few exceptions general anesthesia should be 
used during manipulation as this will abolish the 
strain sometimes inflicted upon muscles which 
normally act as antagonists to the proposed forced 
movement. In cases uncomplicated by sepsis 
forcible manipulations may be performed at the 


end of five or six weeks, while in those complicated 
by sepsis much is gained by waiting five or six 
months. 

In the manipulation of the joints it is important 
to determine what movement or movements are 
limited or give rise to pain. When an adhesion gives 
way manipulation should be stopped immediately. 

Much depends upon the after-treatment follow- 
ing forcible movements. Voluntary movements and 
gentle massage should be employed early unless 
there is too much pain and in that case it is doubtful 
whether a great deal has been gained from the 
manipulation. F. B. SETTLE. 


Latarjet: The Influence of Muscle Resections up- 
on the Growth of Bone (De |’influence des résec- 
tions musculaires sur l’accroissement des os). Lyon 
méd., 1919, CXxviii, 557. 


The author carried out his experiments on young 
cats and rabbits He resected the triceps muscle of 
one foreleg of each animal and the pelvitrochan- 
teric muscles in one hind leg. In one case there was 
some inflammation with secondary luxation of the 
limb. In the others the operative wound healed 
normally. The conclusions drawn were as follows: 

1. Resection of one muscle or a group of muscles 
inserted on the same apophysis causes a decrease 
in the growth of the apophysis. 

2. Muscle resection affects the development of 
all of the bones of the limb, particularly the epi- 
physes and articular surfaces. While the bone may 
increase slightly in length, it becomes thinner. 

3. The results of the experiments verify clinical 
observations. W. A. BRENNAN. 


Leriche, R.: Anatomical and Functional Results 
of Aseptic Primary Resection of the Shoulder 
(Résultats anatomiques et fonctionnels donnés par la 
résection de l’épaule en milieu aseptique pour trau- 
matism—résection primitive). Lyon chir., 1919, xvi, 
439. 

Leriche gives the clinical histories of 9 primary 
resections of the shoulder done shortly after the 
injury was received and before infection had set in. 
In all of these cases the results were excellent. 
There was no great laxity of the arm even when the 
operation had been very extensive. In some in- 
stances the resection included a large part of the 
scapula, but there was not a single case of loose or 
wobbly shoulder. In 2 cases there is now almost 
complete mobility with solidity; in 6 cases, quite 
adequate mobility with solidity; and in 1 case, almost 
complete ankylosis. 

Primary resection of the shoulder in these cases, 
therefore, gave results much superior to those which 
Leriche has observed following resections in infected 
areas. 

The operation itself and the postoperative treat- 
ment must be directed especially toward assuring 
solidity of the shoulder and humeroglenoid fixity. 
Therefore disinsertion of the tuberosity and luxation 
of its head preparatory to sawing it are both to be 
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avoided. Leriche chips off the head with a chisel 
and mallet. By this method he substitutes for the 
Ollier subcapsular periosteal resection an intra- 
capsular periosteal resection which, if necessary, 
is followed by subperiosteal clearance of bone frag- 
ments and spicules. 

After the operation the thorax and the stump of 
the shoulder should be carefully immobilized in 
plaster for at least a month. During the drying 
of the plaster the humerus must be held well against 
the glenoid cavity. W. A. BRENNAN. 


Irwin, S. T.: End-Results in Partial Amputations 
of the Foot. Brit. J. Surg., 1920, vii, 327. 


The author’s observations of partial amputations 
of the foot were made in the Limbless Department 
of the U. V. F. Hospital, Belfast. The paper is illus- 
trated with photographs and roentgenograms of cases 
treated by various operations. 

Amputation of the toes, and particularly the great 
toe, should be avoided if the condition can be re- 
lieved by other means. 

Of all amputations of the lower limb, those of the 
foot are the most disappointing. At first the results 
seem good, but sooner or later a large percentage of 
the patients return because of pain and inability to 
do efficient work. The main objection to partial 
amputations performed on the foot is that the an- 
terior pillar of the anteroposterior arch is shortened, 
and this shortening, with the force of the weight 
downward, the pull of the tendo achillis, and other 
obvious mechanical factors, produces a potential 
equinus. In amputations which preserve the inser- 
tions of the tibials and peronei, the deformity is not 
a true equinus as these muscles in part counteract 
the tendency to deformity and produce, with an 
equinus, a varus due to muscular contraction. 

The author mentions the work of Tuffier, Depage, 
Broca, Treves, and others who have shown that the 
more the anterior limb of the anteroposterior arch 
is shortened, the greater the deformity and dis- 
ability. In addition to the disablement due to this 
shortening another disadvantage arises from the 
fact that the scar, at first well anterior or supero- 
anterior, is later lowered until it becomes inferior. 

After the Lisfranc amputation symptoms are 
not usually present until the patient has walked. 
He then complains of pain in the ankle joint. This 
is due to the dropping of the arch and spastic con- 
traction of the tibial and peroneal muscles which 
result in spasmodic inversion. The weight of the 
body is borne on the outer border of the foot, the 
inner border being held up by the tibialis anticus. 
The cuboid is drawn inward under the ankle joint. 
X-ray examination shows the os calcis drawn up, 
the cuboid lying beneath the anterior part of the 
ankle joint, and in cases of long standing, a bunion 
over the cuboid. 

Following Chopart’s amputation, symptoms are 
complained of only when the foot is used in standing 
or walking. The anterior part of the os calcis and 
the head of the astragalus rotate downward, carry- 


ing with them the scar which subsequently becomes 
the bearing surface. The weight is borne chiefly 
under the ankle joint and the heel is drawn up 
behind. These findings are substantiated by the 
roentgen examinations. 

With a view to obtaining better function, modifi- 
tions of Lisfranc’s and Chopart’s operations have 
been suggested. The greatest possible lengthening 
of the anterior pillar of the arch is especially desired. 
The author believes that the Chopart amputation 
is the operation of choice if the scaphoid is retained. 
The Lisfranc operation would be improved if an 
inch of the metatarsals were retained. In either 
case, the anterior pillar would be lengthened. 

Division of the tendo achillis, suture of the exten- 
sor tendons to the plantar fascia, or ankylosis of the 
ankle joint would lessen the deformities and disa- 
bilities secondary to amputations of the foot, but 
these have all been tried without much success. 
It is the author’s belief that Lisfranc’s and Chopart’s 
amputations were valuable when anesthetics and 
antiseptics were not employed and rapidity of opera- 
tion was an important factor. Under present con- 
ditions they should not be performed. 

When amputation is required at the ankle joint 
the Syme operation is the procedure of choice. 
The shortness of the limb will allow a pad over the 
heel of an artificial limb, the plantar skin gives a 
good bearing surface, and there is ample leverage 
for activating the limb. The Pirogoff operation is 
not advocated because good bony union often fails 
to take place, the skin on the bearing portion of the 
stump is not true plantar skin, and the stump is so 
long that elevation on the sound side is required for 
correct fittings. B. R. PARKER. 


Chutro, P.: The Treatment of Arthritis of the In- 
step Following War Wounds (Traitement des 
arthrites du cou-de-pied consecutives aux blessures 
de guerre). J. de chir., 1919, xv, 364. 


Chutro has seen a number of cases in which a 
more or less typical resection of the instep had been 
done. In many the functional result was poor, not 
because of the astragalectomy itself but because of 
the postoperative treatment. In a large number of 
these cases the use of orthopedic apparatus, a trans- 
tarsal amputation with tenotomy of the tendo 
achillis, or an osteoplastic operation was necessary 
in addition to the astragalectomy. 

In Chutro’s opinion astragalectomy is an excel- 
lent operation if deformity is obviated. The 
technique he recommends is as follows: 

An S-shaped incision is begun at the base of the 
external malleolus, near the posterior edge, carried 
down to the base of the bone, continued horizontally 
across the tarsal sinus as far as the edge of the 
extensor proprius of the great toe, and then brought 
down to the second cuneiform. The astragalectomy 
is then done with the foot placed in varus. The 
edge of the cuboid is fixed to the edge of the malleolus 
with a bronze wire. This prevents frontward dis- 
placement of the foot, varus, and equinus, maintains 
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the anterior extremity of the calcaneum at an angle 
of 15 or 20 degrees, and obviates ankylosis. 

Following the operation bandaging of the foot is 
of the utmost importance. It should be done with 
several turns in a figure of 8 to maintain the foot at 
a right angle. If there is much bleeding a second 
bandage may be applied over the first one and re- 
newed as often as necessary. The first bandage 
should not be changed until after fifteen or twenty 
days when the drains should also be removed. The 
wound will then be found to be granulating. 

From the third week the patient should move 
the toes actively. At about the fifth week the 
metallic wire should be removed and from that 
time forward the bandages should be sufficiently 
loose to allow the patient to flex and extend the 
foot actively. From the time he first gets up he 
should not be allowed to use a crutch. 

In the 19 cases which the author has treated in 
this manner a recovery was obtained in all. Ankylo- 
sis did not develop in any case. In a few there was 
considerable fibrous rigidity, but in the others 
active mobility between 20 and 4o degrees was 
preserved and the foot was not painful. In some 
cases a scar is adherent to the extensor tendons. Pes 
equinus was not observed. W. A. BRENNAN. 


ORTHOPEDICS IN GENERAL 


Corner, E. M.: The Phantom Limbs of Amputés. 
Practitioner, 1920, civ, 81. 


In a study of more than 500 patients who had 
undergone an amputation the author found that the 
sensation of a phantom limb developed immediately 
after operation, more usually in the cases of older 
patients and in military rather than civil practice. 
Asa rule it became less frequent and distinct as time 
went on. 

Dreams are considered important in determining 
the origin of the sensations. Constant, unvarying 
local physical signs suggest a local lesion. 


‘the condition. 


The character of the sensation is usually cramp- 
like or crushing. Sometimes it is scalding. Tarsus- 
crushing phantom, an adductor spur, and tenderness 
along the femoral artery are indications for operative 
treatment. In these cases removal of the femoral 
artery from Hunter's canal relieves the pain. Usu- 
ally this vessel will be found bound down with scar 
tissue or with a silk ligature on it and the internal 
saphenous nerve adherent to it. 

The phantom limb usually disappears in time, 
but when it persists the patient grows depressed and 
even homicidal. Sometimes the phantom disappears 
but returns when an unsuitable, badly-fitting arti- 
ficial limb is applied. Changes of weather, cold, 
dampness, and absence of mental occupation affect 
the sensations. 

That many of these phantoms are central in origin 
is shown by the following points: (1) operation 
frequently fails to cure the phantom; (2) frequently 
patients dream that they have lost the other limb; 
(3) very often the sensations are not distributed in 
the anatomical areas of a nerve or nerves; (4) re- 
moval of a limb is followed by degeneration to the 
cortex in the central nervous system; and (5s) 
laminectomy and division of the spinal roots in one 
case failed to relieve the pain, the source of which 
was obviously higher. 

Marinesco of Bucharest showed that when the 
nerve fibers regenerate, they branch, divide, join 
with other bundles, and re-inervate and invade 
structures like a malignant growth. Thus the sensa- 
tions passing through them are complicated. 

The treatment of the phantoms is very difficult 
and depends upon the character of the sensations, 
their variations, the temperment of the patient, and 
the duration of the phantom. Massage and exer- 
cises cure some cases and operative measures cure 
others. Other patients get well without special 
treatment. Frequently the application of a well- 
fitting limb and return to civil occupation overcome 
D. H. LEvInTHAL. 


SURGERY OF THE SPINAL COLUMN AND CORD 


_ Eastman, J. R.: The Operative Technique in 


Spina Bifida. J. Am. M. Ass., 1920, Ixxiv, 156. 
The first step of the operation consists in taking 
every precaution against contamination of the 
wound. The importance of this cannot be over- 
estimated as the one imminent postoperative danger 
in spina bifida is meningitis from wound infection. 
The possibility of contamination is especially great 
because of the fact that the site of the wound often 
lies near the anal region and is also in the direct 
groove along which the urine and faces are most apt 
to extend. With this fact in mind, the author places 
a piece of rubber dam over the tumor and sutures its 
lower border with fine chromic catgut to the skin of 
the child’s back. By re-inforcing this suture line 
with collodion, it may be made water tight. The 


rubber dam is then turned downward and the 
second step of the operation is begun. 

In the second step the circular collar of true skin 
usually present about the base of the tumor is 
divided. When the scissors-spreading method of 
dissection is used, this circular incision may be 
made with little danger of the escape of fluid. The 
neck of the sac is then exposed in the same way as 
the neck of the sac of an umbilical hernia in the 
Mayo operation, freed of all fat and connective 
tissue, and grasped between the rubber-covered 
jaws of a pair of light, delicate intestinal forceps. 

After the neck of the sac is clamped the sac is 
opened by snipping it through the thinnest part, 
which is usually at the vertex of the tumor. By 
opening it with a very small incision enlarged by 
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scissors-spreading dissection, the cord and nerves 
may be saved from trauma. If when opened, the 
sac is found to be free from nerve elements, a stout 
ligature is applied under the clamp jaws, the sac is 
cut away, and the clamp is removed. 

If the opened sac is found to contain cord or 
nerve tissue, these structures may be removed in 
some instances by blunt dissection while the light 
clamp is kept in place to prevent the escape of 
fluid and the entrance of infection. If necessary, the 
bony defect of the vertebral column may be en- 
larged to admit of the’r replacement. This removal 
of bone can be done while the clamp is still applied. 

After the neck of the sac has been tied and the 
clamp removed, no attempt is made to close the 
bony defect by an osteoplastic operation. The 
danger of this step probably offsets its few and 
doubtful advantages. The muscles are drawn to- 
gether over the stump of the sac and the skin wound 
is closed with a continuous suture of fine chromic 
catgut either transversely or longitudinally, de- 
pending upon which is more easily accomplished. 
Hemostasis should be complete. 

Procedures directed against wound contamina- 
tion, which were begun by the stitching of the rub- 
ber dam to the child’s back, are now completed. 
Collodion is applied over the wound line and over 
this a strip of gauze is placed, its edges being glued 
to the skin with adhesive plaster straps. This gauze 
and adhesive plaster are then painted with the col- 
lodion solution, after which the rubber dam pro- 
tector is drawn up and laid flat upon the back, and its 
three remaining margins are glued to the skin by 
adhesive plaster straps. Next, a small triangular 
piece of adhesive plaster is so applied that a sharp 
point passes downward between the buttocks with 
the base of its triangle overlying the straps of 
adhesive plaster securing the lower border of the 
rubber dam. The adhesive plaster is then covered 
with collodion so that the zone of operation is sealed 
against infection by excreta. 

The author's conclusions are as follows: 

1. Spina bifida associated with increasing hydro- 
cephalus is inoperable. 

2. Spina bifida associated with paralysis should 
be operated upon only for the purpose of preventing 
subsequent ulceration and rupture. 

3. A rubber dam stitched at one margin to the 
skin below the tumor, adhesive plaster, and collo- 
dion should be used to prevent fecal and urinary 
contamination. 

4. The application of a light, rubber-covered 
clamp to the neck of the tumor is the safest method 
of preventing the loss of cerebrospinal fluid and of 
excluding infection from the cord. 

5. Usually the sac can be tied off as in operations 
for inguinal hernia. 


Jefferson, G.: Fracture of the Atlas Vertebra. 
Brit. J. Surg., 1920, vii, 407. 


The author presents 4 cases of hitherto unreported 
fractures of the atlas vertebra: 1 of the posterior 


arch, 1 of the left lateral mass, and 2 pathological 
specimens, 1 from the Museum of the Royal College 
of Surgeons and 1 from the Pathological Museum of 
Manchester University. He reviews 21 reported 
cases of isolated fractures of the atlas, and 25 of 
complicated fractures. Of the 21 patients with iso- 
lated fractures, 7 died from the direct results of the 
injury, 3 died from other causes, and 11 recovered. 
Two of the patients who died were killed outright, 
6 died from injury or infection of the cord, 1 from 
inspiration pneumonia, and 1 from secondary 
hemorrhage. Of the 25 patients with fractures of 
the atlas complicated by injury to other vertebra, 
1o died from cord injury, 1 from tetanus, and 1 
from nephritis, 1 was accidentally choked to death 
sometime after the injury, 2 were killed outright, 
and tro recovered. 

A table is given which indicates, in the order of 
their frequency, the fractures of other bones com- 
plicating those of the atlas, that is, fractures of the 
odontoid, axis, and lower cervical vertebre and 
dislocation of the atlas on the axis. 

In the entire series of 46 cases of fracture of the 
atlas recorded cord injury caused 16 deaths and most 
of these occurred in the cases of complicated frac- 
tures (3:2). Signs of cord injury were absent in 
19 cases (11 isolated and 8 complicated), a fact which 
seems to indicate that fractures of the atlas produce 
cord lacerations far less frequently than fractures of 
other vertebrae. The site of fracture in the 46 cases 
presented was in the posterior arch in 25 instances, 
in the anterior arch in 16, and in the lateral masses 
in 7. 

Indirect violence is important as a causative agent 
in fracture of the atlas. In 178 fractures of the 
cervical vertebre, only 6 involved the atlas. Direct 
violence, except that of gunshot wounds, has little 
bearing on the mechanism of such fractures. In- 
direct violence has three results: (1) fractures of 
one or both arches due to transmitted force causing 
lateral spreading of the bone, (2) fractures of the 
posterior arch due to crushing between the occiput 
and neural arch of the axis with the head fully ex- 
tended, and (3) fracture of the anterior arch by 
the odontoid when the head is in extreme extension. 

The mechanism of the transmitted force in frac- 
ture of the atlas is not a direct straight-line force, 
but a force diverging in two directions. The force 
in falling on the head is transmitted through the 
two divergent arms. These divergent lines pass 
through the bone, separate the lateral masses from 
one another, deform the atlas into an oval with its 
long axis lateral instead of anteriorposterior, and 
fracture the atlas at the posterior arch, the weak 
point in its ring. 

Crushing between the occiput and the neural 
arch of the axis with the head in full extension has 
been advanced as the mechanism in fracture of the 
atlas vertebra, but the author believes this is not 
correct for although it is possible to make the bony 
parts approach one another, it is impossible to 
bring them into close contact without dislocating 
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the vertebra. In many of the cases reported the 
head was not in full extension but in full flexion 
at the moment of striking the ground. 

The outstanding clinical signs of fracture of the 
first cervical vertebra are rigidity of the neck 
muscles and limitation of movement. This is 
especially noticeable when the fracture involves the 
articular surfaces. When the patient supports the 
head with the hands on moving about it is very 
suggestive of fracture of the atlas. At times a 
protuberance will be found in the pharynx at the 
level of the palate which is painful on pressure, espe- 
cially when the anterior arch is involved. In some 
cases crepitus has been recorded. Another symptom 
which is occasionally observed in rotatory disloca- 
tions is dysphagia and thickness of speech. It is 
not known whether or not this is of central or 
peripheral nerve origin. Owing to the very close 
relationship between the first two cervical nerves 
and the posterior arch of the atlas, important 
symptoms are referable to these nerves. Anesthesia 
or neuralgia in the area of their distribution is very 
suggestive and in such cases the atlas should be 
examined carefully. The great occipital nerve 
passes below the posterior arch and suffers more 
than the suboccipital because of the more closely 
confined canal in which it runs. 


SURGERY OF THE 


Bratrud A. F.: The Diagnosis and Treatment 
of Peripheral Nerve Injuries. Minnesota Med., 
1920, iii, 57. 

Trophic changes are relatively insignificant when 
the limb has had active exercise, massage, and baths 
or electrical treatment to keep up the lymphatic and 
blood circulation. 

When the musculospiral nerve has been injured 
there is inability to extend the forearm, the wrist, 
the proximal phalanges of the fingers, and usually 
the thumb. Occasionally, however, extension of the 
thumb is produced by the abductor pollicis through 
its median nerve supply which in some cases sends 
a slip to the dorsal expansion of the distal phalanx. 
The powerful supinator longus does not contract on 
flexion of the elbow. 

In cases of paralysis of the median nerve the only 
important motion lost is flexion of the distal 
phalanges of the index finger and thumb. In some 
cases there is a median griffe consisting of moderate 
flexion of the distal phalanges of the thumb and the 
index and middle fingers. This is the result of con- 
traction and adhesion of the flexor tendons and 
sheaths. 

In ulnar lesions the motor loss is essentially a loss 
of action in the little and ring fingers and the in- 
trinsic muscles of the hand. It is therefore impossi- 
ble to abduct the fingers and extend the distal 
phalanges, adduct the fingers, or flex the proximal 
phalanx of the metacarpals. At times, however, 


Cord injuries are more often found in the com- 
plicated fractures and vary from monoplegias to 
complete paralysis of all four limbs. Cord injuries 
in atlas fractures are usually due to complicating 
fractures of other vertebre rather than to the fracture 
of the atlas. A fracture of the atlas rarely causes 
these cord lesions because of the relatively large 
size of the neural compartment and the displace- 
ment of the broken fragments outward in the line 
of the applied divergent force. It is not surprising, 
therefore, that so few cord symptoms are ob- 
served in cases of isolated fractures of the atlas 
vertebra. 

When a history of recent injury, especially a fall 
on the head, is associated with rigidity of the neck 
and limitation of head movement with anesthesia 
or neuralgia of the great occipital nerve and a sug- 
gestive roentgenogram there should be no difficulty 
in establishing a definite diagnosis. 

The author favors the conservative method of 
treating fractures of the atlas unless there are 
neurological signs and symptoms of cord compres- 
sion, when laminectomy must be considered. So 
far, operative procedures have been attended with 
a high mortality, but the use of the Lorenz: bed or 
Minerva plaster has given favorable results. 

B. R. PARKER. 


NERVOUS SYSTEM 


the compensation of other muscles is such that there 
is only a loss of abduction of the little finger. 
Paralysis of the abductor pollicis is demonstrated 
by illiciting the prehension sign. Lesions of the fifth 
and sixth cervical roots cause involvement of the 
deltoid biceps, brachialis anticus, and supinator 
longus. If the lesion is sufficiently high up, i. e., in 
the roots, the winged scapula deformity will result. 


_Involvement of the eighth cervical and first dorsal 


causes involvement of the intrinsic muscles of the 
hand. From the eighth cervical a median griffe may 
result, and from the first dorsal, an ulnar griffe. 

In the U. S. Army General Hospital No. 26 treat- 
ment is not attempted until three months after 
complete healing of the wounds. The technique 
used is as follows: (1) forty-eight hour preparation 
of patient; (2) local and gas-oxygen anesthesia; 
(3) excision of scar; (4) neurolysis or resection of 
neuroma; (5) end-to-end suture with fine silk, care 
being taken to prevent eversion of the sutured ends; 
(6) fat-fascia graft applied around nerve or nerve 
transplanted to muscle bed for protection; (7) 
autogenous or homogeneous grafts used to fill gaps 
so large that apposition of ends by transplantation 
of nerve or position of limb is impossible; (8) 
pedicled flap from chest used to replace extensive 
loss of tissue; (9) Carrel-Dakin treatment if infec- 
tion is suspected; (10) loose suture of wounds; and 
(11) tendon transplantation if necessary. 

R. B. BETTMAN. 
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Platt, H.: The Results of Bridging Gaps in In- 
ured Nerve Trunks by Autogenous Fascial 
ubulization and Autogenous Nerve Grafts. 

Brit. J. Surg., 1920, vii, 384. 

Lewis and Kirk have shown experimentally the 
regeneration of severed nerves in dogs by the use 
of fascial tubulization. Such methods, however, 
have not given uniformly good results when used 
on human beings. ‘The series observed by the 
author includes 430 cases of nerve operations done 
from March 1, 1915, to October 31, 1919. In 46 
—- end-to-end suture was deemed impos- 
sible. 

Single nerve segments of smaller caliber than those 
of the recipient were used in every case. In 15 
cases the grafts were sutured to the cross-sections of 
the proximal and distal nerve ends and surrounded 
by an autogenous fascial sheath which was then 
distended with sterile olive oil or vaseline. In 10 
cases of peripheral nerve injury no nerve graft was 
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used, the ends of the nerves being connected instead 
by strands of fine catgut and surrounded by a fas- 
cial tube. In 1 case an autogenous vein graft was 
employed. The length of the gaps varied from 2%4 
to6in. All patients received thorough after-treat- 
ment and were examined repeatedly. 

Return of function must necessarily be slow, and 
its retardation should not be taken as evidence of fail- 
ure. Retesting by electrical stimulation in the cases 
of 4 patients resulted in negative findings. The 
histologic study of the tissue is still incomplete. No 
proof of regeneration has as yet been found. 

In 2 cases a change in the nerve syndrome fol- 
lowed operation. In 1, the motion was proved to 
be due to trick movements and as the field of the 
second operation was not re-explored the results can- 
not be explained. 

The author concludes that early re-exploration of 
all graft and fascial-bridge operations is advisable. 

J. I. MircHett. 


MISCELLANEOUS 


CLINICAL ENTITITES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Stowell, F. E.: The Treatment of Chronic Ulcers. 
Boston M. & S.J., 1920, clxxxii, 176. 


Varicose ulcers, indolent non-healing ulcers of 
long standing, bed sores, and tubercular ulcers are 
similar in their essential pathology. Varying in 
size, they present a base covered with exudate and 
elevated edges covered with dead epithelium. In 
the surrounding area there is venous stasis with 
pigmentation. 

In the treatment of these ulcers it is necessary to 
replace the venous blood with fresh arterial blood 
and to keep the ulcer base clean. 

In cases of typical leg ulcer the author places 
the patient with the leg elevated in a chair on the 
insulated platform of the static machine. The 
bared foot and leg are washed with soap, rinsed with 
clear water or bichloride 1:2,000, and dried. The 
ulcer is cleaned with alcohol and gently curetted 
free from slough. Alcohol and a 50 per cent tincture 
of iodine are then applied. 

The negative pole of the static machine is at- 
tached to the patient and the positive pole grounded. 
The ulcer and surrounding area are then treated 
with the static breeze and sparks. 

This treatment relieves pain speedily, removes 
stasis, and stimulates healing. It is followed by the 
application of a dry or boric ointment dressing. The 
author emphasizes the importance of applying the 
bandage carefully, tightly, and with even pressure 
from foot to knee. The patient is allowed to be on 
his feet between the treatments which are given 
three times a week until the ulcer is entirely healed. 
A tight elastic stocking must then be worn perma- 
nently. 


Osteomyelitis or tuberculous fistula respond to 
this treatment favorably. In tuberculous ulcers, the 
static breeze is preferable to the sparks. 

Dichloramine-T may be substituted for the boric 
ointment. 

Herpes zoster treated by the application of the 
static wave current to the spine at the point of 
origin of the affected nerve and of the sparks to the 
inflamed area is promptly relieved. 

V. E. DupMan. 


Solérzano, A. F.: The Application of the Abder- 
halden Reaction to the Urine as a Means of 
Diagnosing Cancer (Aplicacién de la reaccién de 
Abderhalden a la orina como un medio para el diag- 
néstico del cAncer). Observador méd., 1919, i, 100. 


As the kidney is the great filter of the body, 
Solérzano concluded that it is only logical to assume 
that the elements of cancer would be present in the 
urine and might be recognizable by means of some 
chemical reaction. To prove the soundness of his 
theory he applied the Abderhalden reaction to the 
urine. 

As a dialyzer he used a wide-mouthed flask into 
which was inserted a glass tube open at both ends. 
Cotton was wound around the center of the tube so 
that it acted as a tight cork but still permitted the 
tube to be raised and lowered at will. The mem- 
brane was first washed with boiling water, dried, 
and then shaken for from thirty to forty minutes in 
a flask with equal parts of alcohol and ether. After 
drying it was submerged in chloroform for five min- 
utes. The chloroform was drained off and the mem- 
brane tied over the lower end of the tube with a 
boiled thread. 

Twenty-five cubic centimeters of sterile 2 per 
cent solution of sodium fluoride were then intro- 
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duced into the flask and the flask corked with the 
prepared tube and set in a water bath for thirty 
minutes in accordance with Gerard’s technique for 
sterilizing. On its removal from the bath the tube 
was lowered so that the membrane came into contact 
with the fluoride solution. Then 5 ccm. of urine were 
introduced rapidly into the tube above the membrane 
with an aseptic pipette and the dialyzer allowed 
to stand for forty-eight hours at a temperature be- 
tween 20 and 24 degrees C. At the end of this time 
dialysis had taken place. The tube was withdrawn 
from the flask, 10 ccm. of 10 per cent caustic soda 
solution were poured into the flask, and the flask was 
stoppered with sterile cotton and vigorously shaken. 
Then, by means of a fine pipette passed through the 
cotton stopper, 3 or 4 drops of a 5 per cent solution 
of copper sulphate were carefully dropped upon the 
surface of the liquid. 

If the drops of copper sulphate solution fell to the 
bottom in ring form without losing their blue color, 
the reaction was considered negative. If they first 
spread out upon the surface and later the whole body 
of fluid showed a pink or violet-blue color, it was 
believed to be positive 

As albumin, peptone, blood, bile pigments, and 
other coloring matter in the urine give rise to error, 
the urine must be examined for these substances 
before it is tested and if any of these substances are 
present, they must be removed. Albumin may be 
removed in the usual manner. To remove peptone 
a quantity of the urine should be treated with half 
its volume of a very concentrated solution of tannic 
acid and sulphate of ammonia. The resulting solu- 
tion should be shaken, allowed to stand in a cool 
place for twelve hours, and then filtered, the filtrate 
being used for the dialysis. The same method may 
be applied to urine containing blood or bile. If 
the urine is still colored after filtering it should 
be refiltered through charcoal. The urine to be 
used for dialysis should be as fresh as possible and 
kept under aseptic conditions. 

Solérzano tested 11 specimens of urine of persons 
who had or were believed to have cancer. Of these, 
the tests were positive in 7 and negative in 4. 

M. M. Martrutes. 


Mann, F. C.: Experimental Surgical Shock. Am. 
J. Surg., 1920, xxxiv, Anas. Supp., 11. 


The writer reviews the results of the investiga- 
tions of experimental surgical shock with special 
reference to its relation to anesthesia. Emphasis is 
placed upon the fact that undoubtedly the condition 
termed ‘‘shock”’ by the surgeon is due to a large 
number of causes, and that experimentally it is very 
difficult to reproduce the environment and all the 
phenomena of such shock. The author discusses 
also the kinds of shock in which the anesthetist is 
interested, the methods of producing experimental 
shock, and the probable factors involved. 

All cases of shock may be divided into two general 
classes: (1) those cases in which the condition 
develops immediately after the action of the exciting 
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agent, and (2) those in which it does not develop 
until after an interval of time has elapsed. In the 
first group the nervous system is probably the main 
factor in the cause, and inhibition seems to be of 
more importance than excitation. In the second 
group the end-result and probably the cause of the 
symptoms is a loss of circulating fluid. In all prob- 
ability many factors are capable of producing this 
loss of fluid. With regard to treatment, it is noted 
that the transfusion of blood appears to give better 
results than any other method. 


Turck, F. B.: Traumatic Shock and Its Treatment. 
Am. J. Surg., 1920, xxxiv, Anes. Supp., 6. 


In the author’s opinion traumatic shock is caused 
by the toxins liberated from the wound itself. This 
theory he claims has been proved by extensive ex- 
perimental and clinical studies. His investigations 
explain why débridement, which removes the de- 
vitalized tissue from the wound, prevents the poison 
of the dead tissues from spreading cell destruction 
to the normal tissues. Primary suture restores the 
circulation of the injured part and puts a stop to 
further cell necrosis. 

Although Turck considers surgery far superior 
to the use of antiseptics in the treatment of trau- 
matic shock, he does not advocate the employment 
of surgery in all cases. In fact most of the cases of 
traumatic shock which he had occasion to treat were 
cured without recourse to surgery. His treatment 
is both physical and biological rather than surgical. 

The traumatic shock syndrome follows whenever 
destruction of tissue takes place. In the laboratory 
shock may be produced by simple ligation cutting 
off the blood supply of a part. The interruption of 
the circulation prevents the nourishment of the 
tissues below the ligature. Cell necrosis promptly 
follows. The changes taking place in the cell and 
tissue under these conditions have been well de- 
scribed by Virchow. 

The following is a typical experiment which shows 
the relation between cellular disintegration products 
and traumatic shock: 

A ligature (Esmarch) was placed around the 
thigh of a dog and a small portion of tissue imme- 
diately cut off from a point below the ligature. This 
tissue was at once frozen, cut, and stained. On 
examination, the cytoplasm and nuclei were found 
to be normal. A small portion of this fresh tissue 
was then rubbed up with salt solution and injected 
subcutaneously into the animal. No injurious effects 
were observed. The injured limb was then allowed 
to remain quiescent for three hours with a view to 
bringing about cell necrosis with alterations in the 
tissue albumins. Again a frozen section was obtained 
from a point below the ligature. On examination of 
the cytoplasm and nuclei it was evident that necrotic 
changes had taken place. The stain was indistinct 
and vacuoles were present. An emulsion in saline 
was then prepared from this disintegrated tissue 
and a small quantity of this emulsion injected sub- 
cutaneously into another dog. The syndrome of 
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shock followed with a fall in the blood pressure, a 
fall in the temperature, and death. 

At autopsy, which was performed immediately, 
the most marked feature observed in this animal 
was splanchnic stasis. Section of the liver, lung, and 
upper alimentary tract showed that the blood had 
stopped in the pulmonary zone of the lung, the portal 
zone of the liver, and the submucosa of the upper 
alimentary tract. In other words, there was com- 
plete blood stasis in the splanchnic area which is the 
true primary pathogenesis of shock as described by 
the author in 1897. 

In another animal the leg was gently massaged 
after the removal of the ligature so that the dis- 
integrated or modified albumins of the necrosed 
tissue of the leg might be carried into the general 
circulation. This was followed at once by a drop in 
the temperature and blood pressure, shallow res- 
piration, and death within a short time. 


THE RELATION OF TISSUE DISINTEGRATION TO 
TRAUMATIC SHOCK 


SB 4a 
Animal Character of site of injury 
688 
Cat Mangled upper part of 
2 5 
Cat Crushed lower part of 
2 24% 6 
Cat Subcutaneous clamp 
Dog Both thighs; constric- 
tion over iliac vessels. 2 244 
Cat Crushed thigh......... I 2 . © 
Dog  Mangled upper thigh... 2 3 
Dog Crushing thigh clamps. 1 2 
Rabbit Mangled thigh........ 2 22% 6 
Rabbit Extensive wound, upper 
and lower thigh..... 114 2 7 
Rabbit Mangled thigh........ 2 244 24 
Cat Crushed thigh......... % 2 36~—.. 
Cat Mangled thigh........ 2 
Rabbit Mangled thigh........ 2 3 24. 
2 | 


Rabbit Crushed thigh......... I 


It is evident that in the treatment of traumatic 
shock the aim must be to remove the blood stasis 
of the splanchnic area and neutralize the toxins. 

The toxins resulting from cell necrosis may be 
neutralized by the employment of a specific immune 
horse serum. This serum is produced by immunizing 
horses with properly prepared human autolyzed 
tissue protein. If autolyzed human tissue is injected 
into horses from time to time for a period of about 
six months, the animals develop in their blood specif- 
ic antibodies against human products of tissue autol- 
ysis. Such immune serum subcutaneously injected 
into patients suffering from traumatic shock has 
given remarkably favorable results. 
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The underlying difficulty in cell necrosis is che 
fact that iso-autolyzed tissue resulting from the 
necrosed cells enters the circulation and causes 
poisoning. The use of a serum containing anti- 
bodies against human autolyzed tissue, therefore, 
is the only logical treatment against the poisonous 
autolyzed tissue due to cell necrosis. 

The article is summarized as follows: 

Traumatic shock is the result of two underlying 
factors: (1) marked stasis in the splanchnic area, 
and (2) toxemia resulting from the autolization 
products of cell necrosis. 

The treatment is directed primarily to overcom- 
ing the splanchnic stasis by means of heat in accord- 
ance with a well-established principle of colloidal re- 
actions, and to overcoming the poisoning due to the 
products of cell necrosis by means of an immune 
serum containing antibodies against human auto- 
lyzed tissue. 


Perez, A. M,: Septic Gaseous Embolism (Embolia 
septica gaseosa). Rev. de med. y cirug. prdct., 1920, 
CXXVi, 5. 


A case of thrombosis of the femoral artery was 
treated with heat to dilate the vessels, with oxygen 
baths, and with iodides given internally. A few 
days after this treatment was begun dry gangrene 
was noted on the external side of the foot. The 
entire extremity was then treated with an oxygen 
bath and the gangrenous area cauterized by means 
of the thermocautery. The circulation seemed im- 
proved and the cauterized gangrenous portion 
sloughed away, leaving the base of the fifth meta- 
tarsal bone, the cuboid, and the insertion of the 
peroneus brevis muscle exposed. The pain ceased, 
and granulation had begun when alarming symp- 
toms—chills and fever, chest distress, cephalalgia 
bordering on delirium, and a temperature of 41 
degrees C.—developed. These symptoms lasted for 
thirty hours although a complete physical examina- 
tion made during that time was entirely negative. 
At the end of this period they disappeared quite 
rapidly and the patient’s progress was good for 
several days. The syndrome then reappeared with 
greater intensity and continued longer than in the 
first attack. The patient again recovered but a 
third attack soon followed and was so severe that 
no hope of recovery was entertained. 

In consultation it was decided that septic gaseous 
embolism furnished the only possible explanation 
of the condition. It was concluded that the stag- 
nated venous blood had decomposed with the pro- 
duction of numerous gaseous bubbles and that the 
symptoms observed were due to the entrance of 
showers of these bubbles into the general circulation. 
As it seemed probable that another attack would 
prove fatal, amputation was advised. This was 
refused but there was no further trouble. The 
ulcerated surface granulated nicely and the patient 
iegained the use of the extremity to such an extent 
that he was able to walk fairly well with the aid of 
a cane, W. R. MEEKER. 
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Blanc y Fortecin: Surgical Complications of 
the Influenza in Children (Complicaciones quir- 
urgicas de la gripe en los nifios). M ed. Ibera, 1919, 
iii, 201. 


The recent epidemic of influenza has left many 
complications the therapy of which is surgical. 
The authors have had occasion to observe cases of 
peritonitis, pleuropneumonia, perinephritic abscess, 
and osteomyelitis. 

In one case of pneumococcus peritonitis resem- 
bling acute appendicitis a laparotomy was performed. 
Of the pleuropulmonary complications empyema 
was most common. In these cases aspiration was 
done until the fluid became thick and purulent, 
when a thoracotomy with rib resection was per- 
formed and followed by irrigation with hypochlorite 
solution. If fever returned after the operative 
wound was closed, the opening was dilated and irri- 
gation was re-established. When the bacterial con- 
tent, as determined by successive microscopic ex- 
aminations of the exudate, was decreased sufficient- 
ly iodine was used and later the remaining tract was 
closed with bismuth paste. 

Perinephritic abscess, osteomyelitis, suppurative 
mastoiditis, and arthritis, which were less frequent, 
were treated by the usual methods. In rebellious 


- cases of arthritis vaccine therapy was employed. 


W. R. MEEKER. 


Rowan, C. J.: The Surgical Complications in 1,030 
Cases of Influenza. J. Jowa State M. Soc., 1920, 
xX, 44. 

In 1,030 cases of influenza among the students of 
the University of Iowa in October, 1918, the con- 
sequent surgical complications were not numerous 
or severe. 

Empyema was the most important complication 
and was present only in cases in which pneumonia 
developed. Otitis media complicated the empyema 
in 3 cases and scarlet fever i in 1. Two patients died 
from empyema. 

Appendicitis was rare but was simulated by 
gastro-intestinal influenza. Leucocytosis indicated 
the presence of appendicitis in 2 cases, and in these 


. appendectomy was done. In one, the appendix was 


acutely inflamed and showed beginning gangrene. 
In the other the condition was apparently not 
acute and the leucocytosis was probably due to 
sigmoiditis. 

Acute otitis media was present in 37 cases and in 
5 of these mastoiditis developed. There were 14 
cases of acute involvement of the paranasal sinuses 
and 12 cases of acute laryngitis. All of these patients 
showed a leucocytosis except one and this one died 
of pneumonia. The marked tendency to cellulitis 
in cases of infection of the anterior ethmoids was 
noteworthy, there being 3 such cases among those of 
paranasal infection. 

The influenza bacillus was not found in any of the 
cases. The few complications of influenza were 
probably due to a secondary infection which was 
indicated by the development of the leucocytosis 


with the onset of the symptoms. The bacteria most 
concerned in the complications were pneumococci 
and streptococci. Marcus Hopsart. 


Faure, J. L.: Influenza and Surgery. Med. Press, 
1920, CXix, 92. 

In modern surgery the attention is focused almost 
entirely upon the aseptic technique of the surgeon 
and his assistants and the aseptic condition of 
utensils and materials. The air as a source of in- 
fection should also be considered. This view was 
confirmed by the author’s experience in the recent 
influenza epidemic. 

During the time of the epidemic in Paris in Janu- 
ary, February, and March, 1919, Faure’s operations 
were attended by many complications. Several 
cases of embolism and phlebitis developed after 
surgical treatment of such conditions as appendi- 
citis and cancer of the breast. The date of these 
complications was coincident with the apogee of 
the epidemic, and they subsided with the decline 
of the epidemic. In obstetrical cases, also, the 
mortality was increased in normal labors during the 
epidemic. 

Embolic complications were the most frequent 
and it seemed probable that the infection in its 
multiple and varied forms induced changes in the 
blood which set up coagulation. 

During the second influenza epidemic, which 
reached its climax between February 16 and 23, 
the author had 3 deaths from septicemia, 4 cases 
of embolism with 2 deaths, and 1 case of broncho- 
pneumonia. With the decline of the epidemic, his 
operative complications diminished and at the end 
of March, conditions had returned to normal. 

Marcus Hosart. 


SERA, VACCINES, AND FERMENTS 


Zagari, E.: The Physiological, Therapeutic, and 
Especia! y the Dynamic Action of Isotonic 
Glucc. Solutions Given by Hypodermoclysis 
(Sull’azione fisiologica terapeutica e sopratutto di- 
namogena delle ipodermoclisi glucosate isotoniche). 
Riforma med., 1919, XXXV, 972. 


On the basis of experimental investigations the 
author enumerates the effects of isotonic glucose 
solutions given by hypodermoclysis as follows: 

1. A local reaction manifested by a more or less 
diffuse and painful erythema about the site of the 
injection which disappears after two or three days. 

2. A general reaction manifested by an increase 
in the temperature which continues for several days. 
This is usually observed the day after the first hypo- 
dermoclysis but is not repeated following consec- 
> injections given at intervals of two or three 

ays. 

3. An increase in the work of the voluntary mus- 
cles demonstrated by the ergograph after each injec- 
tion. This becomes more manifest after a series of 
injections and continues for about ten days after the 
treatment is suspended. 
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4. A decrease in the excitability, especially the 
reflex excitability, of the muscles. 

5. An increase in the muscular tone as measured 
by the myotonometer. 

6. A very slight increase in the muscular force. 

7. A very slight action on the cardiovascular 
pressure. 

8. A notable diuretic effect. This is usually ob- 
served the day after the injection and becomes more 
marked as the number of injections is increased. 
It continues for several days after the treatment is 
stopped. 

In spite of the local and general reactions men- 
tioned, isotonic glucose solutions are usually well 
tolerated and because of their dynamic and diuretic 
effect are preferable to physiological salt solution 
even when sodium chloride is not contra-indicated. 

W. A. BRENNAN. 


Warwick, M., and Nixon, C. E.: A Study of the 
Colloidal Gold Reaction and Its Clinical Inter - 
pretation. Arch. Int. Med., 1920, xxv, 110. 


The authors summarize the results of their 
investigations of the colloidal gold reaction as 
follows: 

1. The colloidal gold test is the most delicate of 
the routine spinal-fluid reactions. 

2. With careful technique and proper attention 
to neutrality every laboratory worker should obtain 
successful colloidal gold solutions. 

3. The colloidal gold reaction does not replace 
any other test but is of independent value. 

4. It is of special importance in the early diagno- 
sis of neuro-syphilis, the various curves, though not 
specific, being of great diagnostic value in conjunc- 
tion with other clinical and laboratory findings. 

5. A colloidal gold curve may be obtained with 
or without other positive findings after provocative 
treatment. 

6. The colloidal gold curve does not parallel 
clinical signs nor give definite evidence of improve- 
ment under treatment. 

7. Patients with no involvement of the central 
nervous system or who are non-syphilitic have no 
colloidal gold curve. 

8. In clear-cut clinical cases of tabes dorsalis all 
the spinal-fluid reactions may be negative both 
before and after treatment. 

9. A curve in Zone 3 with a negative cell count 
and negative or faintly positive globulin is strongly 
suggestive of the presence of a brain or cord tumor 
or myelitis. 

to. Curves in Zones 1 and 2 may be found in 
non-syphilitic conditions such as multiple sclerosis 
and brain abscess. 

11. A cell count above 5 is pathologic, but the 
cell count is of no value in indicating the duration 
or severity of the process or improvement. 

12. Thecolloidal gold reaction should be included 
in every spinal-fluid and neurological examination 
as well as in the examination of all cases of general 
syphilis. G. E. BEILpy. 
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BLOOD 


Henry, C. K. P.: Blood Transfusion. Canadian M. 
Ass. J., 1920, x, 166. 


The indications for blood transfusion as given by 
the author are: (1) a deficiency in the quantity of 
blood as in posthemorrhagic anemia and secondary 
anemias due to chronic sepsis; (2) a deficiency in 
the quality of the blood as in pernicious anemia 
and hemolytic jaundice; and (3) a deficiency in the 
clotting power of the blood due to a deficiency of 
thromboplastic substances such as is found in 
hemophilia. 

In the author’s opinion transfusion is most suc- 
cessful in post-traumatic anemia and is of no benefit 
in shock without anemia. 

Infusions of gum arabic and saline solution are 
not beneficial as these substances are rapidly lost 
from the blood channels, they fail to increase the 
oxygen-carrying capacity of the blood, and they 
do not increase the hemostatic or hematopoietic 
functions of the blood. 

Among the conditions for which transfusion is 
indicated are traumatism, gastric and duodenal 
ulcer, postpartum haemorrhage, ruptured ectopic 
pregnancy, typhoid hemorrhage, bleeding hemor- 
rhoids, dangerous postoperative procedures, post- 
operative hemorrhage, jaundice, chronic sepsis, 
and poisonings due to benzol, illuminating gas, etc. 
It is of no value in acute sepsis or septicemia. 

Tests of agglutination and hemolysis are always 
necessary. Simple methods have been devised for 
these tests. As occasionally the reaction of a given - 
donor to a given recipient changes, it is advisable 
to make the tests before each transfusion. Citrated 
blood may be stored and kept for use up to four 
weeks after its withdrawal. 

The citrate method of transfusion is the simplest 
and most adaptable. In the author’s opinion 
Pemberton’s method and apparatus give the most 
satisfactory results. The Kaliski needle, Gauge 11, 
can be introduced directly into the vein unless the 
patient is exsanguinated, in which case dissection of 
a vein is sometimes necessary. The citrate solution 
must always be freshly prepared and sterilized 
before the blood is drawn. An 8-inch rubber tube 
is attached to the needle and by this the blood is 
conducted to the beaker and kept away from the 
air. This tube may be filled with citrate solution to 
prevent clotting. 

The mixed blood and citrate is run into the 
recipient’s vein by means of a salvarsan set. The 


‘mixture may be kept for future use in an Erlenmeyer 


flask fitted with a two-tube cork. Air pumped into 
the iiask through one tube increases the pressure so 
that the blood mixture is forced through the other 
tube into the recipient’s vein. 

The results obtained by transfusion are summar- 
ized as follows: 

1. Following transfusion in cases of hemorrhage 
due to war wounds the patients recovered from 
shock, underwent major operations, and were 
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evacuated to the base hospital in good condition. In 
addition to the transfusion, the treatment included 
heat, rest, quiet, morphia and fluids by mouth and 
rectum. 

2. Patients with anemia due to disease were 
greatly benefited. 

3. In pernicious anemia transfusion was followed 
by great improvement in the general well-being and 
in the blood count but the fatal outcome was at best 
only postponed. 

4. In cases of chronic sepsis the range of tem- 
perature was lowered and the body metabolism 
decreased. 

The reactions following transfusion are often 
disagreeable and annoying but harmless and 
temporary. They occur in from 20 to 4o per cent of 
transfusions even when the recipient and donor 
belong to the same blood group. They are marked 
by a rise of temperature of 2!4 degrees, chills, and 
vomiting. 

Frequently repeated transfusions may result in 
hemolysis from the formation of iso-hemolysins. 
These reactions are not due to the citrate or the 
method but occur less often as the technique is 
perfected. They are due to the cellular elements 
of the blood. 

Agglutination causes a rapidly increasing reaction 
in the first few minutes of the transfusion, usually 
as soon as 50 or 75 ccm. of blood have been injected. 
Hypodermic injections of adrenalin and atropine 
are of value in checking these effects. Hamolysis 
reactions rarely begin until fifteen minutes after 
the completion of the transfusion, usually later. 

In hemorrhage of the new-born 10 ccm. of whole 
blood injected subcutaneously will usually be 
sufficient to stop the bleeding. 

The donor may be any healthy person with a 
negative Wassermann test who belongs to the same 
blood group as the recipient. Only one of the 
author’s donors suffered even temporarily as a result 
of the transfusion. This man was affected with 
lassitude for several weeks after donating 850 ccm. 
of blood. One patient died from arrest of kidney 
function with anuria and toxemia due to hemolysis. 

Marcus Hopsart. 


BLOOD AND LYMPH VESSELS 


Goyanes, J.: The Present Status of Surgery of the 
Arteries (Estado actual de la cirugia de las arterias). 
Prog. de la clin., Madrid, 1919, vii, 235. 

In a complete review of the history and present 
status of arterial surgery the author urges a more 
thorough study of experimental surgery of the 
arteries. He divides the operation of lateral suture 
into four stages: (1) the preparation of the damaged 
vessel, (2) the securing of hemostasis, (3) the sutur- 
ing, and (4) the removal of hemostatic ligatures and 
the checking of the hemorrhage along the line of 
suture. When it is possible to use an Esmarch 
bandage this is preferred. Hamorrhage along the 
line of suture is usually controlled by compression, 


a second line of reinforcing sutures rarely being 
necessary. 

In circular suture the author recommends a tech- 
nique by which endothelial coaptation is obtained by 
the sutures alone without the aid of instruments to 
release tension as recommended by Carrel. Of the 
methods of obtaining circular union by means of 
foreign substances he prefers the method of Payr. 

In the treatment of aneurism the ideal procedure 
is one which re-establishes the vascular canal with- 
out too much dependence on collateral circulation. 
Extirpation of the sac with lateral suture of the ex- 
cised margins, circular suture after extirpation of 
the sac, and transplantation of a segment of vein 
after excision in the case of a popliteal aneurism 
have been practiced successfully. The operation 
of San Martin, designated by the Germans as the 
Wieting operation, was used with good results in a 
case of arteriosclerotic gangrene. Arteriotomy with 
extraction of thrombi followed by closure has often 
been successful. W. R. MEEKER. 


Hill, L.: Blood Vessels and Pressure. Lancet, cxcviii, 
359- 

In regard to the principles of the cerebral circula- 
tion it is pointed out that the pressure of the brain 
against the skull wall, the pressure of the cerebro- 
spinal fluid, and the venous pressure in the torcular 
herophili are always inequilibrium. These pressures 
signify that the arterial pressure remaining after 
the resistance is overcome, that is, the capillary- 
venous pressure, expands the brain. 

The author shows that gravity exerts an effect 
on the circulation. In man the difference between 
the pressure in the arm and leg is equal to the height 
of a column of blood between them. In a convales- 
cent patient arising from bed for the first time the 
soft flabby muscles and relaxed abdominal wall 
may not adequately support the blood against the 
force of gravity and as a result the blood sinks down 
and a feeling of faintness or actual fainting ensues. 

If the wall of an artery is contracted and more 
or less rigid it conducts the crest of the pulse wave 
much better than if it is soft and slack. In the 
latter case the crest of the pulse wave is spent in 
distending the walls of the artery. The author is 
of the opinion that in renal disease it is the cells 
strangled by inflammatory processes which call for 
the hammer-like stroke; hence the high systolic 
blood pressure. The danger of cerebral hemorrhage 
arises not from the high blood pressure but from the 
vascular degeneration set up by abnormal metabolic 
conditions. 

When the arterial pressure is raised by the con- 
striction of the arteries, the rise is due wholly to the 
increased resistance therein rather than to a reduc- 
tion in the total capacity of the vascular system. 
The author lays great stress on the importance of 
the tissues surrounding the vascular system in the 
maintenance of efficient circulation. The respira- 
tory movements, the intestinal contractions, and 
the movements of the skeletal muscles are all de- 
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signed to squeeze the blood from the capillaries and 
keep the pressure within them very low. It is the 
swelling or shrinking of the cells of the tissues, par- 
ticularly of muscle, that controls the width of the 
capillaries. 

The cells of the body are inclosed in membranes 
which permit inbibition of fluid but check swelling, 
thus enabling the cells to do their work and at the 
same time receive a normal blood supply. (dema 
is not due to filtration, but to an obstruction of the 
flow of blood which leads to a want of oxygen, meta- 
bolic changes in the cells, and increased inbibition. 
Shock also is considered due to metabolic products 
which open up all the capillaries and increase the 
inbibition of all the cells of the body at the same 
time. G. S. Fou.ps. 


GENERAL BACTERIAL INFECTIONS 


Fry, H. J. B.: The Use of Immunized Blood 
Donors in the Treatment of Pyogenic Infec- 
tions by Whole Blood Transfusion. Brit. M. 
J., 1920, i, 290. 


The author reports the effects of transfusions of 
from 450 to goo ccm. of blood from immunized 
donors upon 9 patients who were suffering from 
chronic wound infections. In some of these cases 
the infection was associated with septicemia. All 
of the patients were in an extremely bad condition 
and 7 were moribund. 

The donors were immunized with a mixed vaccine 
prepared from 1 strain of staphylococcus aureus and 
1o strains of streptococcus isolated from the knee 
joints of patients with septicemia, hematuria, etc. 
The organisms were grown in broth containing 
human serum and the cultures sterilized by cold in 
the ice chest. From 3 to 9 injections of vaccine were 
given each donor. 

Vaccine was administered to patients who ap- 
peared benefited by a transfusion. From 1 to 4 
transfusions were given. When necessary, bleeding 
was done as a preliminary measure. Four of the 9 
patients recovered. 

The fact that 2 of these patients were practically 
moribund when treatment was instituted and 2 
recovered promptly from wounds which had previ- 
ously resisted treatment leads the author to the 
conclusion that further trial of this method is advis- 
able. He suggests its use in ‘the treatment of 
malignant endocarditis, acute and chronic suppura- 
tive bone and joint infections, and puerperal 
septicemia. WINIFRED ASHBY. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Hull, A. J.: The Paraffin Treatment of Burns. 
J. Roy. Army Med. Corps, 1920, xxxiv, 151. 


The burn is first washed with normal saline (or a 
1:1,000 solution of flavine or proflavine) and then 
dried with gauze or an electric dryer. A layer of 
paraffin is then applied at a temperature between 55 
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and 60 degrees C. Over the paraffin is spread a thin 
layer of wool, and over the wool a second layer of 
paraffin. Then another layer of wool and a band- 
age are applied. This dressing is changed every 
twenty-four hours. It is important to apply the 
paraffin in sufficiently thick layers and at the correct 
temperature. 

By the method described the epithelium is con- 
served from damage and the tissues are held at rest. 
It was found that paraffin to which antiseptics were 
added gave better results than paraffin not con- 
taining antiseptics. Experiments to improve the 
base demonstrated that No. 7 paraffin is the best. 
The first antiseptic combined with the paraffin was 
eucalyptus oil used with beta-naphthol. Later 
flavine was employed and gave very satisfactory 
results. Paraffin preparations of brilliant green and 
chloramine-T were not satisfactory from a phar- 
maceutical standpoint. 

In other experiments it was found that excellent 
results were obtained when the antiseptic was 
painted on the wound before the application of the 
paraffin. Accordingly, with the exception of flavine 
paraffin and scarlet-red, the special paraffin prepara- 
tions have been discarded. 

In studies of the effects of the various antiseptics it 
was found that eusol accelerated the cleaning of the 
burn but was too irritating in its action. Brilliant 
green cleaned the wound well but if used beyond a 
certain stage caused the formation of light-colored 
and unhealthy granulations. Flavine cleaned the 
surface well and produced a healthy type of granula- 
tion. Scarlet-red should be used only when the 
burn is clean and requires stimulation. 
aqueous solution should be painted over the wound 
before the application of the paraffin. Both a 1 per 
cent and a ro per cent solution have been tried but 
in most cases the former was sufficient. The treat- 
ment giving the best results and obviating pain, 
sepsis, and other complications is preliminary paint- 
ing of the wound with a 1:1,000 aqueous solution of 


The. 


flavine followed by the application of No. 7 paraffin. ~ 


In burns of long duration a 1 per cent solution of 
scarlet-red should be substituted for the flavine. 
I. W. Baca. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Albee, F. H., and Morrison, H. F.: Studies in Bone 
Growth; An Experimental Attempt to Produce 
Pseudarthrosis. Am. J. M. Sc., 1920, clix, 40. 


These experiments, which supplement earlier 
investigations, were made by the authors in the 
laboratory of the U. S. Army General Hospital at 
Colonia, N. J. From the earlier experiments it was 
learned that bone cubes cut from the vertebrae of 
animals were much less active osteogenetically when 
placed in a muscle belly than cubes of the same size 
taken from the shaft of a long bone of a dog. It was 
found also that the periosteal transplants which were 
obtained by scraping the outer surface of the bone 
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with a sharp instrument showed greater osteogenetic 
powers than transplants of periosteum separated in 
the line of cleavage by blunt dissection. In fact, 
the latter grew only in those places where portions 
of the cambium layer happened to come away with 
the so-called ‘limiting membrane.’’ The inadvis- 
ability of using heterogeneous bone transplants was 
also demonstrated. 

The research work on animals here reported in- 
cluded: (1) an experimental study of pseudar- 
throsis with reference to the influence of the 
roentgen ray upon callus formation, and (2) an 
attempt to discover some artificial stimulus to 
osteogenesis. 

In considering the etiology of pseudarthrosis or 
malunion the question arises as to whether or not 
modern methods of living have increased the con- 
dition. 

In the opinion of one Canadian surgeon the 
change of diet in Canada necessitated by the recent 
war seems to have resulted in a greater number of 
cases. Syphilis as a cause of the disease the authors 
believe has been greatly overrated. Causal factors 
of importance are: (1) the method of splinting (in- 
cluding the type of splint, its adjustment, the time 
it is first applied, and the length of time it is worn) 
and the character of the massage and traction; (2) 
the diet; (3) the location of the nutrient artery 
with respect to the fracture; (4) the presence of 
systemic disease such as lues or atrophic condi- 
tions; (5) the internal application of the metal 
splint (in the authors’ opinion this is the most 
frequent cause of pseudarthrosis); and (6) the 
roentgen ray. 

Adult rabbits were used in these experiments. 
Under aseptic conditions '4 in. of bone was removed 
from each animal. The results are summarized 
as follows: 

1. In none of the experiments on rabbits was 

pseudarthrosis produced by repeated massive doses 
of the roentgen ray, removal of bone, or various 
degrees of splinting. Even though as much as one- 
quarter of the entire length of the bone was re- 
moved, the bones united rapidly. 
’ 2, Frequent massive exposures to the roentgen 
ray of fractures with or without loss of bone in no 
wise inhibited callus formation. Apparently the 
ray does not exert any appreciable influence upon 
bone growth in rabbits. 

3. In cases of fracture with loss of bone in which 
all bone fragments were removed from the hiatus in 
the shaft of the radius the average time for union 
was forty-two days. 

4. Cases of fracture in which fragments were 
allowed to remain in the hiatus showed a much 
more rapid and complete union than those in which 
the fragments were removed. In a case in which 
one agment of bone bridgea the gap complete 
I‘: ‘on of continuity occurred in thirty-one 
« is suggests the value of the osteoperiosteal 
ces! cs graft to furnish additional foci for bone 
gi «ch. Marcus Hoparr. 


Keith, A., and Hall, M. E.: Specimens of Long 
Bones Showing the Processes of Infection and 
Repair. Brit. J. Surg., 1920, vii, 302. 

The authors have made a detailed study of a large 
number of specimens contained in the British War 
Office Collection. The effects of gunshot fracture of 
the long bones are well illustrated. The cuts are 
clear and well described and show in.a striking man- 
ner the related processes of infection and repair. 

In civil practice fractures of the long bones, ex- 
plosive effects, and comminution are rare. When 
present, the fragments are not scattered and gener- 
ally retain their circulatory connections. 

Gunshot wounds, however, produce marked com- 
minution of the bone with extensive tearing and 
laceration of the surrounding tissues. The bone 
fragments are generally widely scattered and be- 
cause of the loss of their blood supply become foreign 
bodies. Coaptation is often prevented and the 
fragments are a marked hindrance to callus union. 

Several specimens in which the healing process 
extended over a few weeks showed that the bone 
margin was dead for a distance of several millimeters 
bordering the fracture line. Before union can take 
place such areas of dead bone must be removed. 
Occasionally fragments were seen entirely surround- 
ed by such a rim of dead bone. The authors hold 
that this destruction of the fracture margin is due 
probably to the shock produced by the missile which 
at the same time destroys the blood supply to the 
affected areas. The stripping off of the periosteum 
is probably of minor importance. When esquil- 
lectomy is done the ends of the main fragments must 
also be removed; otherwise they tend to form se- 
questra and later make a second operation necessary. 
The portions of bone which die at the time of injury 
remain smooth and unaffected, but those that sur- 
vive show the results of the action of infective 
agencies. Infection is not always detrimental; in 
some specimens there was evidence that a certain 
amount of infection stimulates new bone formation. 
In many specimens exuberant callus buds could be 
seen between points of infective erosion. The new 
bone thrown across the fracture line had been exten- 
sive and effective. 

The authors suggest that early operation is 
indicated and that the increased circulation and 
tissue proliferation found at the sites of infection 
can be used as an aid to reparative interference. 
Callus produced in the presence of infection was loose- 
ly constructed and in a number of specimens defi- 
nitely lacey in appearance. 

The authors distinguish three distinct types of 
sequestra, all of which prevent union and should be 
removed shortly after injury: (1) loose dead frag- 
ments of bone separated at the time of injury; (2) 
loose fragments of bone which apparently survived 
the injury, but later become necrotic and extensively 
eroded on account of severe sepsis; (3) areas of dead 
bone along the fracture lines which can be separated 
from the surviving portion only by operative proce- 
dures or the slow process of linear liquefaction. 


— 
és, 
wet 
4 
\ 
J 
Ke 


GENERAL SURGERY — MISCELLANEOUS 463 


Attention is directed to the tendency of fine 
fissure fractures to extend along the shaft of the bone. 
These small linear fractures are potential channels 
of infection and several specimens in the War Office 
collection show infection of a joint following injury 
at some distance from the articulation. 

A. J. SCHOLL, Jr. 


ROENTGENOLOGY AND RADIUM THERAPY 


Nakahara, W., and Murphy, J. B.: Studies on X- 
Ray Effects. V. The Effect of Small Doses of 
X-Rays of Low Penetration on the Lymphoid 
Tissue of Mice. J. Exper. M., 1920, xxxi, 13. 


The destructive effect of the X-ray on lymphoid 
tissue was noted early in the study of the biological 
effects of this agent. Its stimulating action on the 
circulating lymphocytes was first observed in the 
laboratory of the Rockefeller Institute and was 
applied experimentally in the study of the sponta- 
neous tumors of mice. The earlier work was carried 
out with the old type of gas tube with which it was 
difficult to regulate the amount and character of the 
rays used, and therefore no attempt was made to 
standardize the dosage. This difficulty was largely 
overcome by the use of the Coolidge tube. The stim- 
ulating dose for rabbits was reported by Thomas, 
Taylor, and Witherbee The work of Russ, 
Chambers, Scott, and Mottram confirmed the 
authors’ earlier observations on the stimulating 
action of the rays on mice. 

In the experiments with rabbits a histologic study 
paralleling the blood counts confirmed .the general 
nature of the stimulation by showing a marked 
increase in the number of mitotic figures in the ger- 
minal centers of the lymphoid organs. As in the 
authors’ experiments mice were used most exten- 
sively, it was believed important to duplicate the 
histologic study of the lymphoid organs of these 
animals after stimulating doses of X-rays. With 
this end in view a series of five experiments was 
carried out. 

The uniformity of the changes both in extent and 
period of occurrence in three of the experiments could 
not be considered a mere coincidence. It was con- 
cluded, therefore, that the small dose of. X-rays 
employed was capable of stimulating the lymphoid 
tissue of mice to proliferation. 

In this connection, the apparent relation between 
the extent of cellular destruction and the degree of 
cellular stimulation was of interest. It seemed from 
these observations that after too much or too little 
destruction, slight proliferation occurred. 

From their present knowledge of the subject the 
authors believe that the quantitative increase of the 
lymphoid elements in the body is due mainly to the 
hyperactivity of the lymphoblastic tissue of the 
lymphoid organs which results in hypertrophy of 
lymphoid organs, especially of the malpighian bod- 
ies, and lymphocytosis in the blood. As regards the 
number of these cells thrown into the circulation, it 
is theoretically conceivable that individual animals 


may react differently to equal stimulation of the 
lymphoid organs. Cases have been observed in 
which the blood lymphocytosis was due apparently 
to the mere emptying of the lymphoid organs with- 
out any corresponding actual increase of the 
lymphoid cells and the histologic studies here 
reported have given more nearly uniform evidence 
of stimulation than the blood counts. 

The authors conclude that stimulation of lym- 
phoid tissue in mice is effected by X-rays admin- 
istered under the following conditions: spark-gap, 
% in.; milliamperage, 25; distance, 8 in.; time of 
exposure, ten minutes. Within four days an abnor- 
mally large number of mitotic figures appeared in the 
lymphoid tissue of the spleen and in the lymph 
glands, indicating an acceleration of the prolifera- 
tive activity of the tissue. G. E. Betsy. 


De Niord, D. R., Schreiner, B. F., and De Niord, H. 
H.: The Effect of the Roentgen Ray on the 
Metabolism of Cancer Patients. Arch. Int. 
Med., 1920, xxv, 32. 


This study was undertaken to ascertain whether 
the loss of weight in cancer patients is due to defi- 
cient food intake, the absorption of toxins from 
secondary infection of the tumor, or some specific 
action of the cancer cells which prevents the storage 
and utilization of foodstuffs. 

The marked improvement of many patients 
following radium and roentgen-tay treatment 
raised the following questions: Does the roentgen 
ray produce any discernible change in the blood 
chemistry? How long must such a change continue 
to effect general improvement in the metabolism? 
Is the effect of the roentgen ray general or only 
local? 

To answer these questions 41 patients who were 
being treated with the roentgen rays were examined 
relative to their blood chemistry. The findings were 
recorded immediately before roentgen-ray exposure 
and one-half hour and approximately twenty-four 
hours afterward. Urea, creatinin, uric acid, chlorides, 
cholesterol, fatty acids, total fats, sugar, diastatic 
activity, and the plasma and corpuscle percentages 
were estimated. 

The patients studied were not taken at random; 
in order to exclude cases of retention only those were 
selected who were practically free from renal disease. 
Several control studies were made on normal per- 
sons subjected to the same roentgen-ray exposure. 
From another control group of cancer patients 60 
cem. of blood were taken at the same intervals as 
the roentgen-ray exposures were made. Beside the 
chemical data, the article contains also short his- 
tories of the cases treated. 

The following conclusions were drawn: 

1. The urea, urea nitrogen, and creatinin show 
nothing characteristic in cases of cancer. 

2. The moderate uric acidaemia which is present 
for a short time after exposure to the roentgen rays 
is the result of nuclear degeneration but is not espec- 
ially characteristic of malignancy. 
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3. The sodium chloride content of the blood of 
cancer patients is not altered by the presence of the 
tumor or by exposure to the roentgen rays. 

4. The cholesterol, fatty acids, and total fats 
are generally increased in cases of malignancy. 
Cholesterol is increased in the blood, but this in- 
crease is not in proportion to the duration of ex- 
posure to the roentgen ray nor does it vary with 
the type of tumor. The increase of cholesterol in 
the blood is due probably to cellular autolysis and 
liberation of cholesterol induced by the action of 
the roentgen rays. Fatty acids and total fats are 
consistently high in the blood of cancer patients 
and are reduced by the roentgen rays. 

5. There is nothing in the behavior of the blood 
sugar or diastatic activity that is diagnostic of 
cancer. It was noted, however, that the roentgen 
rays activated the diastase for a short time to an 
activity greater than normal. 

6. The plasma and corpuscle percentages were 
unaltered by the rays and proved of no diagnostic 
value in cases of cancer. ApotpH HArTUNG. 


MILITARY SURGERY 


Jones, R.: Joint, Nerve, and Other Injuries in 
, War Surgery. Surg., Gynec. & Obst., 1920, xxx, I. 


Malunion and non-union of fractures, especially 
in the femur; stiff, ankylosed, and flail joints; the 
after-effects of injuries to peripheral nerves; and 
deformities due to the contraction of scars were 
frequently observed by the author on his tours of 
inspection of British war hospitals. As a rule the 
patients had been in several hospitals and were un- 
willing to undergo further manipulation or operative 
treatment. By persuasion, explanation, and efforts 
to improve their mental outlook, however, their 
attitude was soon changed and they agreed to take 
any treatment prescribed. 

From visits to the large camps it became evident 
that it would be necessary to establish hospitals 
providing accommodation for the type of case 
which required a sufficiently protracted stay to pre- 
«vent deformity and restore function. At first 250 
beds were reserved for such cases in Liverpool. 
Later this number was increased to 1,500 and fresh 
centers were started also in Great Britain and Ire- 
sr until ultimately there were more than 25,000 

eds. 

For musculospiral paralysis the author recom- 
mends the same operation he advised in pre-war days 
but advocates the more frequent use of the pronator 
radii teres. The flexor carpi radialis and ulnaris 
may be transplanted into the paralyzed extensors of 
the thumb and fingers and the pronator radii teres 
may be fixed to the radial extensors. In transplant- 
ing tendons it is important to obtain the proper 
tension. For this purpose the hand and fingers 
should be kept well dorsiflexed when the attach- 
ments are being made. If the operation is a suc- 
cess the fingers and thumb can be extended fully 
with ease. 


Paralysis of the anterior crural was very rare, 
probably because the femoral vessels were usually 
destroyed by the missile. There is here a choice 
of hamstrings to attach to the patella. The author 
has seen a transplantation of this kind done only 
once and in this case the operation was very success- 
ful. 

Twenty years ago Tilanus of Holland recom- 
mended the operation of tenodesis for flail feet in 
poliomyelitis. Later Gallie and others worked along 
similar lines. The tibialis and peroneal tendons 
are passed through a tunnel bored through the tibia, 
and act as suspensory ligaments. In the author’s 
experience this type of operation has been very 
successful. 

In 1917 Jones described gunshot injuries of the 
femur as the ‘“‘tragedy of the war” because they so 
often resulted in shortening and frequently were 
fatal. These results he attributed to lack of team- 
work in the treatment, of standardization of prin- 
ciples and splints, and of continuity of treatment 
from the front line hospitals to the base hospitals. 
In 1916 the mortality from such fractures amounted 
to 80 per cent. In 1918 it had been reduced to less 
than 20 per cent. A factor in this decrease and in 
the reduction in the number of cases of malunion 
and non-union of such fractures was the Thomas 
splint. 

Pthe standardization of the Thomas splint, the 
education of surgeons in its use, and its application 
on the field of battle secured immobilization, simpli- 
fied transportation, minimized shock, and prevented 
further injury by the bone fragments. Eventually 
the improvement in these cases led to the establish- 
ment of special hospitals for cases of fracture of the 
femur. In 300 cases of compound fracture in one of 
these hospitals the average shortening was \% in. 

There can be no doubt that the use of caliper 
ice-tong splints in the hands of experienced surgeons 
has been of very great service but the author believes 
the guard should always be affixed to prevent pene- 
tration into the medulla. It should be borne in 
mind, moreover, that with the use of the Thomas 
splint fractures of the femur can be effectively treated 
with ordinary extensions. In 97 cases treated at 
the Liverpool Special Military Surgical Center the 
average shortening was % in. 

Extension calipers with the knee joint free should 
never be used for transport purposes. The author 
decries the use of plates, screws, and other internal 
splinting when good results may be obtained by so 
much simpler means. The use of the Thomas splint 
extending into the heel of the boot is advised es. 
pecially when there is danger of angulation several 
months after apparent union. 

The most common cause of non-union was loss 
of substance. Esquillectomy, though at times 
unavoidable, accounted for many of these gaps 
which did not fill in. At the time of injury it is 
quite impossible to say that a loose piece of bone has 
no blood supply. In the later stages of treatment 
apparently loose pieces lying in suppurative areas 
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were found to have osteogenetic power. This fact 
has led the author to advise the maintenance of the 
length of the limb rather than the approximation of 
the bone ends. Ununited fractures of the femur 
with loss of bone should be kept in caliper splints, 
and rubber tubes should be inserted above and 
below the fracture. Such treatment will increase 
local congestion and osteogenesis. 

In many cases of non-union of fractures of the 
humerus the cause was too-prolonged and too-power- 
ful extension and sometimes the injudicious use of 
the Thomas splint. The Thomas arm splint is 
essentially a transport: splint and its prolonged use 
may result, not only in non-union, but also in anky- 
losis of the elbow, wrist, and fingers. Compound 
fractures of the humerus should be treated with the 
arm in abduction. Shortening of the arm is of 
minor importance and the use of bone grafts for gap 
filling is seldom successful. The best results in bone 
grafting are obtained in the radius, the ulna, and the 
tibia. The author describes the Hey-Groves opera- 
tion which he believes is the best for cases of non- 
union in association with a gap. 

In cases of malunion operation should not be 
performed in the presence of a sinus or until some 
months after it has closed. Jones does not operate 
unless the alignment is poor and the shortening 
exceeds 1144 in. When, with good alignment, there 
is marked rotation, he does an osteotomy some 
distance from the fracture. 

In the joints the restoration of function by manip- 
ulation should be done with great care. If pain 
occurring after manipulation is of short duration, 
the movements may be continued, but if it persists 
for lengthy periods, rest is indicated. If the in- 
creased range of movement is maintained after 
manipulation further movements may be prescribed 
safely. If in spite of movements and the absence of 
great pain the range continually diminishes, rest is 
indicated. The duration of the pain when the tissues 
are relaxed rather than its intensity should be our 
clinical guide. 

Flail joints frequently resulted from excision per- 
formed at casualty clearing stations or base hos- 
pitals. The so-called “limited resection” has given 
the best functional results. In order to preserve 
function the extent of the incision should be as 
strictly limited as is compatible with safety, the 
extension applied should be very moderate and of 
short duration, and in the after-treatment anky- 
losis should be sought rather than mobility. 

The treatment of flail joints may consist of: (r) 
the removal of necrotic bone and scar tissue; (2) 
correct posture; (3) operative attempts to obtain 
improved pseudarthrosis; (4) the production of 
ankylosis; and (5) retention in mechanical apparatus. 

In regard to the surgical repair of injuries to the 
nerves the author advises against delaying operation 
too long after the injury as chronic myositis may 
develop and seriously impair the power of the muscle 
to react on the recovery of the nerve. If a nerve 


does not recover within a few months it should be 
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explored and if found caught in scar tissue it should 
be freed and placed between flaps of muscle. Jones 
is of the opinion that a covering is not necessary 
about the anastomosis and that the insertion of 
nerve grafts or of foreign material between the anas- 
tomosed ends is of very little value. End-to-end 
anastomosis is strongly advocated even though a 
two-stage operation is necessary. At the first 
operation the neuromata are sutured together after 
the extremity has been flexed or the nerve trans- 
ferred in order to secure proper approximation. The 
nerve is gently stretched for several weeks until the 
extremity is completely extended. The second 
operation is then done. The neuromata are resected 
and the ends anastomosed with silk in immediate 
apposition. If it is impossible to effect an end-to-end 
anastomosis, transplantation is suggested as a sub- 
stitute. H. W. Meyerpinc and A. W. Apson. 


. LEGAL MEDICINE 


Employer Not Liable for Negligence of Physician 
in Treating Employees. Smith vs. Buckeye 
Cotton Oil Co. (Ark.) 212 S. W. R., p. 88. 


In the case of Smith vs. Buckeye Cotton Oil Com- 
pany the question before the court was whether or 
not an employer is liable for the negligence of a 
physician provided for an injured employee. 

The facts of the case were as follows: 

While employed by the Buckeye Cotton Oil 
Company Smith operated an engine and while so 
doing his fingers were caught and crushed in the 
machinery. He was then directed to go to the phy- 
sician employed by the company to treat its injured 
employees. The physician treated his injuries so 
carelessly that amputation of the fingers became 
necessary. Smith sued the company on the ground 
that it was liable for negligence of its physician 
as it directed Smith to consult him. The lower 
court held, however, that the company was not 
liable and entered judgment for the company. From 
this judgment Smith appealed. 

In reviewing the case the upper court held that 
when an employer owes his employee the duty of 
furnishing medical attention or undertakes to dis- 
charge that duty he does not become liable for the 
physician’s negligence or lack of skill. He is liable 
only when he fails to exercise ordinary care in 
selecting a physician of requisite skill and learning. 
The judgment of the lower court was affirmed. 

J. A. CASTAGNINO. 


Evidence and Timeliness in Action of Malpractice. 
Perkins vs. Trueblood. (Calif.) 181 Pac. R., p. 642. 


In this case was considered the question as to the 
evidence necessary for a judgment of malpractice 
and the timé limit in which an action for malpractice 
may be brought. ; 

The facts were as follows: Perkins broke his leg 
in March, r912, and employed Trueblood, a phy- 
sician, to set the fracture. As the fracture did not 
heal satisfactorily, the physician again set the leg in 
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April. Perkins charged that the second operation 
was done negligently and the lower court found in 
his favor. 

The physician appealed on the ground that no 
evidence was introduced to show lack of skill or 
negligence and also on the ground that the action 
was barred by the statute of limitations. As to the 
latter plea, the upper court held that a malpractice 
case instituted within one year of the alleged 
negligent treatment but over a year after the phy- 
sician’s treatment had been begun is not barred by 
the statute prescribing a one year limitation in such 
cases. 

The court rested Perkins’ cause of action on 
the negligent resetting of the leg, and although evi- 
dence of former treatment was admissible and 
necessary to determine whether the methods of the 
physician in resetting the leg were such as an or- 
dinarily skillful surgeon would have given the 
leg. the necessity of the introduction of such evidence 
of former treatment did not bar the action. 

With regard to the first ground of appeal, the upper 
court held that there was not sufficient evidence of 
negligence in resetting the leg. The evidence pre- 
sented failed to show any lack of care or skill on the 
part of the defendant and on this ground the judg- 
ment was reversed. J. A. CASTAGNINO. 


Recovery Allowed for Professional Service. Brooks 


vs. Aldrich et al. (R.I.) 107 All. R., p. 100. 


The plaintiff, Dr. Brooks, sued the executor of 
the estate of a deceased patient for personal services 
rendered the deceased from Sept. 1, 1909, to April 
20, 1915, and for expenses incurred in going to 
Europe to visit him. A judgment was entered in 
the lower court in favor of the physician for $4,000. 
This judgment was appealed by the executor on the 
ground that the lower court erred in allowing the 
physician to qualify himself as an expert witness 
and to testify in his own behalf as to the nature of 
the services rendered the deceased and the reason- 
ableness of the charges made by him for such serv- 
ices. 

The upper court held that a physician can 
qualify as an expert witness in a case in which he is 
a plaintiff and affirmed the judgment of the lower 
court. J. A. CASTAGNINO. 
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Defendant’s Right to Examination of Plaintiff's 
Injuries Discretionary with Trial Court. 
Titus vs. City of Montesano (Wash.,) 181 Pac. R., 
43- 

The question before the court was whether or not 
the statute providing that the court may order a 
physical examination of the plaintiff in a personal 
injury action was discretionary or mandatory with 
the court. 

The facts of the case were as follows: 

The plaintiff was injured by a fall upon a defec- 
tive sidewalk and filed a claim for damages with the 
City of Montesano which claim was ignored by the 
city. Plaintiff then sued the city for damages and the 
city made a motion asking that the plaintiff file a 
more specific declaration setting forth the nature of 
the injuries sustained and stating whether or not the 
said injuries were permanent. The city asked also 
that the court order the plaintiff to submit to a 
physical examination in order to determine the 
extent of her injuries and to qualify a physician to 
testify as to those injuries. 

To support its demand for an examination the 
city quoted the section of the statute which provides 
that on or before the trial of any action brought to 
recover damages for injury to the person, the court 
may, on application of the parties therein, order and 
decree an examination of the person injured as to 
the injury complained of, by a competent physician 
in order to qualify the person or persons making the 
examination to testify as to the extent, nature, and 
probable duration of the injury of which complaint 
is made. 

The lower court denied the motion of the city for 
an examination and a judgment was entered against 
the city for $975.00. This was appealed by the city 
on the ground that the lower court erred in refusing 
to enter an order directing the plaintiff to submit 
to an examination. 

The upper court in construing the statute held 
that the power vested in the court was discretionary 
and not mandatory. The court further held that 
there was nothing in the evidence of the case to show 
that the court ought to enter an order for examina- 
tion and the court did not err in denying the motion 
for an examination. The judgment of the lower court 
was affirmed. J. A. CasTAGNINe 
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GYNECOLOGY 


UTERUS 


Molinari, J. F.: Bazterrica’s Procedure for Total 
and Subtotal Abdominal Hysterectomy (Pro- 
cedimiento Bazterrica para la histerectomia abdomi- 
nal total o subtotal). Rev. argent. de obst. y ginec., 
1919, iii, 349. 

To insure good hemostasis in utero-adnexal ex- 
tirpation it is necessary to ligate three very impor- 
tant vascular pedicles on each side. In a hysterec- 
tomy, therefore, these three pedicles should be well 
exposed in order that they may be ligated easily 
and securely. The author describes Bazterrica’s 
operation which is almost bloodless because of the 
ease with which the vessels can be tied off. 

The Bazterrica operation has been used success- 
fully by both Bazterrica and Molinari since 1891 
on the different varieties of fibromata. By this 
procedure the opening into the uterine cavity is 
made last and the cavity is therefore in contact with 
the perineum and the operator’s hands for the 
least possible length of time. 

Molinari gives preference to conservative surgery, 
whenever possible enucleating the tumors. When 
enucleation is impossible and one or both ovaries are 
normal, he modifies the operation so that the first 
ligature lies between the uterus and the ovary. The 
ovary with its normal connections is left undis- 
turbed and later is included between the folds of the 
broad ligament or fixed to the stump. 

Six excellent colored plates showing the different 
steps of the operation described illustrate the 
article. M. M. Matrates. 


Botin, F.: Roentgenotherapy for Uterine Myoma- 
ta (Radioterapia en los miomas uterinos). Rev. 
espan. de cirug., 1919, 1, 531. 


Botin draws the following general conclusions 
concerning the treatment of myomatous tumors of 
the uterus: 

1. The types of fibromyomata of the uterus for 
which X-ray treatment is indicated are: (1) the 
solitary, (2) the interstitial, (3) the subserous 
implanted by a broad base, (4) those of rapid 
development, (5) those of soft consistency, (6) those 
which occur in women near the menopause, and (7) 
those of small size. 

2. The treatment of genital tumors by the X-ray 
is safe even when the patient is less than 35 years of 
age. 
3. X-ray treatment may be given to patients who 
are anemic from hemorrhage provided it is not 
given as a preliminary to operation. 

4. The following types of tumors demand opera- 
tion: (1) multiple subserous fibromata, (2) pedun- 
culated fibromata, (3) submucous fibromata, (4) 


tumors which, by compression, cause serious 
complications, (5) tumors which produce incarcera- 
tion of the bladder and repeated retention of urine, 
(6) tumors which extend beyond the umbilicus, 
(7) tumors which have undergone torsion of the 
pedicle, and (8) degenerated myomata. 
Several illustrative case histories are given. 
M. M. Matruates. 


Vital Aza: Considerations Regarding the Operative 


Treatment of the Prolapsed Uterus (Algunos — 


consideraciones sobre el tratamiento operatorio del 
prolapso uterino). Med. Ibera, 1920, iii, 1. 


In the treatment of uterine prolapse in virgins 
and nullipare the author prefers the hysteropexy of 
Bumm. As in the cases of women between 20 and 
35, the active sexual period, no operative procedure 
should be used which might lead to sterilization, 
the Schauta-Wertheim operation, ventrofixation, 
and the operation of Landau are contra-indicated. 
In operations for prolapse in patients of this age 
the steps to be followed are as follows: (1) extirpa- 
tion of the hypertrophied parts of the genitals 
usually by anterior colporrhaphy and often trachel- 
orrhaphy; (2) reconstruction of the perineal floor 
by colpoperineorrhaphy; and (3) fixation of the 
uterus in the normal anteposition by the most suit- 
able method, usually the Alexander-Adams opera- 
tion. The integrity of the perineal floor for future 
childbirth is preserved by a deep episiotomy and 
suture. 

In cases of prolapse in women past the active 
sexual period the Wertheim modification of the 
Schauta operation, called also the vesicovaginal 
interposition operation, is the operation of choice. 
By this procedure the uterus is converted into a 
natural pessary and at the same time it serves to 
close the vaginal cavity. A rare difficulty encoun- 
tered is hemorrhage from the uterine wall at the 
points of suture which sometimes results in the 
formation of a hematoma behind the vaginal walls. 
In one case the hemorrhage was so rebellious that 
vaginal hysterectomy was necessary 

W. R. MEEKER. 


Culbertson, C.: Ligament Shortening in the Treat- 
ment of Retroflexion of the Uterus. Surg. Clin. 
Chicago, 1920, iv, 179. 

Culbertson gives the history of a woman, the 
mother of 4 children, who at the age of 34 came 
to the hospital complaining of menorrhagia, 
metrorrhagia, backache, etc. Examination showed 
that she had a retroflexed boggy uterus, prolapsed 
appendages, and some thickening of both broad 
ligaments which, because of symptoms and associ- 
ated conditions, was thought to be due to varicose 
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veins. The general physical examination was nega- 
tive. The leucocyte count was 5,700 and the hemo- 
globin 85 per cent. The urine was negative. 

The treatment given consisted of dilatation and 
curettage, low amputation of an eroded cervix, a 
Webster round-ligament operation, lateral shorten- 
ing of the uterosacral ligaments, and appendectomy. 
The technique of the Webster round-ligament opera- 
tion is given in detail with four drawings illustrating 
the important points. 

This operation has been employed successfully 
for approximately eighteen years at the Presbyterian 
Hospital. Its use should be limited to a uterus that is 
relatively normal in size and free from pathology, 
and to the years of child-bearing activity. It is not 
to be recommended when the outer portions of the 
round ligaments are noticeably thin, when the uterus 
is unusually heavy as in marked subinvolution, 
extreme fibrosis, or chronic endometritis, or when 
there are uterine fibroids or other neoplastic growths. 

The patient is advised that pregnancy should not 
take place for ten or twelve months after the 
operation and in some instances, especially when 
the perineum is relaxed, the use of a pessary for two 
or three months is beneficial. Pregnancy following 
the operation at any time after one year progresses 
quite normally and labor is in no way affected. There 
may be an occasional relapse after pregnancy, but 
this may occur even in the absence of pregnancy. 

The author reports also a case in which he per- 
formed the operation described on a woman 38 years 
of age. This patient had been married sixteen years 
and her only pregnancy, which occurred the first 
year after marriage, had terminated in a spon- 
taneous abortion. Five months after the operation 
she had another abortion. By the time she was 45 
years of age, however, she had had three full-term 
labors, all of which were spontaneous. She is now 
passing through the menopause and the uterus is in 
very good position. C. H. Davis. 


Recasens: The Technique of Applying Radium 
in the Various Types of Cancer of the Cervix 
of the Uterus (Variations dans la technique des 
applications du radium dans les différentes formes du 
cancer cervical de l’utérus). Arch. mens. d’obst. et de 
gynéc., 1919, viii, 676. 

Recasens reports nearly 400 cases of cancer of the 
uterine cervix treated with radium which he has ob- 
served since 1913. From these cases, which he has 
followed for six years, he draws the following con- 
clusions: 

1. In cancer of the uterine cervix the treatment 
of choice is non-surgical. Radium therapy gives 
results superior to those obtained by any other 
means. 

2. Cervical cancers in which the activity of the 
epithelial cells is strongest are those which yield 
to radium treatment best. 

3. Dosage and filtration are of the utmost im- 
portance in the treatment of cancers of the uterine 
cervix with radium. 
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4. For cancers of the excreseent or papillary 
form active radiation is best. In such cases filtra- 
tion may be reduced to 1 mm. and even less if the 
tube is placed in such a position that it is completely 
surrounded by the cancer. 

5. Ulcerous forms require stronger filtration and 
larger dosage. 

6. In superficial uterine cancers which extend 
to the vagina, and in all laminated forms of can- 
cer, plates similar to those used for skin cancers 
should be used rather than tubes. 

7. Infiltrating and nodular types of cancer require 
very strong filtration and very large doses of radium. 

8. Very marked hypoleukemia is a contra-indi- 
cation to radium treatment. Even when the condi- 
tion is slight, the dosage must be reduced. 

9. Advanced cachexia is an absolute contra- 
indication to radium therapy. 

10. Medium doses of radium repeated every eight 
or ten days are tolerated better than stronger doses 


* at greater intervals. 


11. Radium therapy should always be associated 
with roentgen therapy in the treatment of cancer of 
the uterine cervix. 

A large number of inoperable cases treated by 
Recasens may be considered cured since they have 
not shown any signs of recurrence in from three to 
five years. About 30 or 40 per cent of the patients 
treated are not benefited. W. A. BRENNAN. 


EXTERNAL GENITALIA 


Goodman, H.: Ulcerating Granuloma of the 
Pudenda: a Review of the Literature with a 
Bibliography and Some Observations of the 
Disease as Seen in Porto Rico. Arch. Dermat. 
& Syph., 1920, n. s. i, 151. 

The author describes ulcerating granuloma of the 
pudenda as an infectious, chronic, indurated cica- 
trizing growth on or near the genitals of either male 
or female, with no tendency to glandular involve- 
ment or serious impairment of the general health. 
He reports four cases diagnosed clinically in Porto 
Rico. In three of these calimato bacterium granulo- 
matis was demonstrated, and in the fourth the 
spirochetal organism described by Wise (spiro- 
cheta aboriginalis). The question is raised as to 
whether there might not be two diseases bearing 
the same name which are so similar as to defy 
clinical differentiation. 

The condition is not syphilis although it may be 
associated with luetic lesions or observed in a 
Wassermann-positive syphilitic who is free from 
manifestions of syphilis. Salvarsan and mercury are 
ineffectual in its treatment and the only drugs 
which appear to be of value are antimony and 
potassium tartrate. Local applications and irriga- 
tions of a 1:1,000 solution of potassium permanga- 
nate have resulted in temporary benefit. By the 
Brazilians a 1:100 solution of tartar emetic injected 
intravenously or given by mouth has been accorded 
first place in the treatment of the disease. 
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Clinically the lesion appears as a light red, shiny 
mass of granulation tissue which bleeds easily. 
The masses are of various sizes, exude a thin light 
sanguinous fluid, and have a foetid odor. The granu- 
lations are largest at the margins, the centers 
appearing sunken. In some cases the secretion is 
so profuse that it forms drops, while in others it is 
so scanty that the granulation masses are covered 
with drying scabs. Occasionally healing occurs in 
spots, leaving firm, raised, hairless cicatricial tissue 
with a thin epidermal integument. These cica- 
trices lie like islands in the mass of granulations. 
As a result of cicatricial contraction, the contiguous 
skin may be drawn away. 

The draining lymph nodes show no enlargement, 
but the lymph channels may become occluded and 
as a result a pseudo-elephantiasis may develop. 
There are no metastases. The growth may invade 
the urethra, the rectum, or the vagina and produce 
impassable strictures or rectovaginal fistule. 

Two of the author’s cases were studied histologic- 
ally and in each the findings agreed with Galloway's 
description of the disease. The main mass of the 
exudation lies in the upper layer of the cutis and in 
the papille and as it increases the papillae enlarge 
and the interpapillary processes of the epidermis 
become elongated. The connective tissue of the 
corium disappears and its place is taken by the new 
infiltration of round cells so that the dense masses 
of the new growth underlie the elongated inter- 
papillary processes of epithelium. The elastic 
fibers in the corium become broken up and distorted 
and finally disappear in the areas of actual infiltra- 
tion. At no point in the process of granulation is 
there a tendency to caseation or suppuration. In 
the older areas bands of connective tissue begin to 
take the place of granulation cells. These bands 
increase in extent until, with shrinkage of the tumor, 
a firm scar tissue is formed. CarREY CULBERTSON. 


Driscoll, T. L.: Erosive Vulvitis. Arch. Dermal. & 
Syph., 1920, n.s. i, 170. 


The author calls attention to the fact that while 
erosive and gangrenous balanitis has been recog- 
nized for several years, the same disease occurring 
in women—erosive and gangrenous vulvitis—has not 
been noted. He reports three cases of this disease, 
from each of which he isolated the typical spiro- 
chete and vibrio growing in symbiosis as described 
by Tunnicliffe. The spirochete varies from 5 to 30 
microns in length, has very rapid motion, is gram- 
negative, and takes the ordinary dyes well. The 
vibrio or fusiform bacillus is 2 microns in length, 
0.8 micron in width, and pointed at each end. It 
grows singly or in chains, is gram-positive when 
—w decolorized, and takes the ordinary aniline 

yes. 

The factors predisposing to the condition seem to 
be filth and prostitution. In all three cases reported 
there was a large amount of discharge from the in- 
fected areas as well as from the vagina. In each 
instance there was extensive ulceration of the parts 
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with some local cedema. In two cases there was in- 
flammatory involvement of Bartholin’s gland, and in 
the third, a history of such involvement previously. 
In all, extensive ulcerations extended from the 
clitoris to the anus and buttocks and there was more 
or less sloughing of the labia minora and majora. 
In the third case the vulva and both Bartholin 
glands had been almost entirely destroyed. 

The lesion is erosive. The edges are turned out- 
ward and rise above the ulcer itself. A grayish- 
yellow pus with the sare foul odor as that of erosive 
and gangrenous balanitis bathes the ulceration. 
The lesion is dark red and quite similar to the 
ordinary varicose ulcer of the leg. In the cases 
reported the inguinal lymph glands were hard, 
nodular, and moderately enlarged, but without sup- 
puration. No systemic changes of pathologic signif- 
icance were noted. The Wassermann reaction was 
negative. Carey CULBERTSON. 


MISCELLANEOUS 


Wilson, T. G.: Remarks on the Results and Treat- 
ment of Yielding of the Suspensory Apparatus 
of the Female Pelvic Organs. Med. J. Australia, 
1920, i, 2. 

Wilson gives a very thorough classification of the 
various forms or types of prolapsus uteri. He first 
divides the genital canal into three portions, viz., 
(1) the upper portion, the uterine body; (2) the 
middle portion, the cervix and upper part of the 
vagina; (3) the lower portion, the lower two-thirds 
of the vagina. Each of these portions has its own 
supporting elements and each is more or less depend- 
ent on the other two portions for the maintenance of 
its normal position. Therefore, if there is yielding 
of one group of supports more strain is thrown on 
the other two groups. If this strain continues there 
is yielding in all three groups and complete prolapse 
of the uterus results. The proper recognition of the 
group of supports at fault determines the proper 
procedure for its restoration and unless the type of 
uterine prolapse is differentiated it cannot be treated 
successfully. 

In uterine prolapse due to yielding of the upper 
group of supports which causes displacements and 
may or may not give rise to symptoms, palliative 
measures, especially the use of the pessary, are 
sufficient in most cases. 

When there is yielding of the middle supporting 
group, which allows the cervix and upper part of the 
vagina to sag and leads to inversion of the vagina 
from above downward, operation is necessary. 
In this connection the author discusses the numer- 
ous operations devised for the cure of prolapse. He 
has not invented a new one, but makes certain recom- 
mendations which he believes are worth while 

In cases of prolapse due to yielding of the lower 
supporting group following actual laceration or 
overstretching and leading to eversion of the vagina, 
cystocele, and rectocele, the usual operations are 
recommended. H. B. Marruews. 


— 


» 
¥ 
5 


Goldberg, S.: The Futility of Intraligamentary 
Shortening of the Round Ligaments When 
Operating for Other Intrapelvic Conditions. 
N.York M.J., 1920, cxi, 197. 

The author denies that the round ligaments are 
“guy-ropes” and that the mere abnormal position of 
the uterus is the cause of symptoms. The symptoms 
are due to the complications. 

In retroposition of the uterus the round ligaments 
are never overstretched and therefore do not require 
shortening. When the uterus is released from its 
retro-incarceration, it will maintain its normal posi- 
tion by virtue of the normal resiliency of the non- 
striated muscle of the round ligaments. All opera- 
tions which fasten the uterus after it is released only 
put it into another abnormal position. 

M. J. 


Mahle, A. E., and MacCarty, W. C.: Ectopic 
Adenomyoma of Uterine Type; A Report of 
Ten Cases. J. Lab. & Clin. Med., 1920, v, 218. 


The authors report 10 ectopic adenomyomata 
located as follows: 1 in the umbilicus, 2 in the 
abdominal wall, 1 in the sigmoid, 2 in the groin, and 
4 in the rectovaginal septum. These tumors were 
extra-uterine, extratubal, and diagnosed at the time 
of operation as adenomyomata. They contained 
glandular portions resembling typical uterine 
mucosa, surrounded by a fibrous connective tissue 
and smooth muscle stroma in varying amounts. 

In the case of adenomyoma of the umbilicus the 
tumor was of four years’ duration and had no con- 
nection with the peritoneum or any abdominal 
tissues. Both of the patients with adenomyoma of 
the abdominal wall had had an operation performed 
previously. One of these previous operations was a 
shortening of the round ligaments and the other a 
ventral suspension. In neither case was it possible 
to trace any connection between the adenomyoma 
and the endometrium. In one case the tumor was 
adherent to the tube and in the authors’ opinion it 
arose from a similar tumor in the tube. In the other 
case the tumor was attached to the uterus, but its 
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pathologic relationship could not be microscopically 
demonstrated and it could not be determined 
definitely that it arose from the endometrium. 

In the case of adenomyoma of the sigmoid, the 
tumor was not removed and only the anatomical 
relationship between the adenomyoma and _ the 
uterus was established. From this and a similar 
case reported in the literature it would appear that 
the adenomatous tissue invaded the sigmoid from 
the uterus and that the growths infiltrated from the 
outer bowel wall. In the cases in which the tumors 
were situated in the groin, the tumors were not related 
to the round ligament but were lateral to it. At 
operation no relationship could be established either 
to the round ligament or to any other structure 
closely related to the uterus. 

Of the patients with adenomyomata of the 
rectovaginal septum, only one had symptoms 
traceable to the tumor, pain in the rectum at the 
time of menstruation and difficulty in defecation. 
In the other cases the growths were found in the 
course of routine examination. The tumors varied 
from 0.5 to 3 cm. in diameter. 

Pathologically, extra-uterine adenomyomata are 
identical in appearance wherever they are found. 
They differ grossly from adenomyomata of the 
uterus in that the cystic areas are larger and their 
contents darker. Clinically they give no consistent 
group of symptoms on which an accurate diagnosis 
may be based. Their slow growth and their loca- 
tion suggest that they are benign tumors. Sur- 
gically, despite their remarkable infiltrative power, 
adenomyomata should be distinguished from malig- 
nant growths. They may be recognized grossly in 
most cases by the fibrous stroma which contains 
cystic areas filled with bloody, dark brown, or serous 
fluid. Microscopically a regularity of gland struc- 
ture is found with normally differentiated epithelial 
cells without mitosis. The tumors do not form metas- 
tases, and pregnancy does not appear to influence 
their occurrence. At present all that is known of 
the origin of ectopic adenomyomata of uterine type is 
theoretical. G. S. Foutps. 
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PREGNANCY AND ITS COMPLICATIONS 


Jackson, C. E. S.: Acute Intestinal Obstruction 
Due to Pregnancy in a Bicornate Uterus. Brit. 
M. J., 1920, i, 185. 

Jackson’s patient was between two and three 
months pregnant when she was seized with sudden, 
severe pain in the abdomen and vomiting associated 
with distention. Treatment by turpentine enemas 
was in vain and after forty-eight hours of suffering 
she was brought to the hospital. There was no 
fecal vomiting, but otherwise the symptoms sug- 
gested intestinal obstruction. Physical examination 
showed the uterine fundus above the umbilicus. 
On rectal palpation a mass was discovered which 
filled the whole pelvis and pressed against the rec- 
tum. A diagnosis of pregnancy complicated by 
impaction of an ovarian cyst was made. 

At operation the mass was discovered to be one 
horn of a bicornate uterus attached to the left side 
of the cervix which lay behind the broad ligament 
and had no connection with the left fallopian tube. 
This horn was opened and a two or three months 
foetus was removed. Convalescence was uneventful. 

Jackson raises the question as to whether or not 
the abnormal horn should be removed. In his 
opinion it should be. He believes that such a 
procedure would be safe and simple and would pre- 
vent a possible recurrence of the trouble at a future 
pregnancy. O. C. MELSON. 


Mathieu, P.: Intestinal Occlusion in a Woman 
Eight Months Pregnant; Czsarean Section 
and the Formation of a Secondary Czecal 
Fistula; Recovery (Occlusion intestinale chez une 
femme enceinte de 8 mois et fistulisation sécondaire 
du cecum. Guerison). Bull. et mém. Soc. de chir. 
de Par., 1919, xlv, 1545. 


A woman 35 years of age, who had been pregnant 
for eight months, was caught between a street car 
and a wagon and received an injury of the abdomen. 
She did not lose consciousness. The following day 
an internal hemorrhage occurred and the abdomen 
became enlarged. A diagnosis of fatal death, 
placenta previa, and intestinal occlusion was made 
and the patient sent to the hospital. On her ad- 
mission her general condition was good but there 
were symptoms of a forty-eight hour occlusion and 
on careful examination and palpation placenta 
previa was evident. No foetal movements or heart 
sounds could be distinguished. Labor had not begun. 

Mathieu concluded that the occlusion was due toa 
paralytic ileus of obscure nervous origin and that emp- 
tying of the uterus would overcome it. He therefore 
performed a cesarean section. The foetal sac was in- 
tact. Exploration disclosed distention of the entire 


large intestine without mechanical obstruction. The 
following day a cecal fistula was made to allow the 
escape of flatus as the meteorism persisted. This 
resulted in rapid disappearance of the meteorism 
and within a few days. faces were passed normally. 
The fistula closed spontaneously and the patient 
made an excellent recovery. 

As a rule the prognosis of intestinal occlusion in 
the course of pregnancy is very unfavorable. 
Thirty of 47 cases collected from the literature by 
Gauchery in 1903 had a fatal termination. 

W. A. BRENNAN. 


Spencer, H. R.: The Lettsomian Lectures on 
Tumors Complicating Pregnancy, Labor, and 
the Puerperium. Brii. M.J., 1920, i, 179. 


Fifty-five ovariotomies performed for ovarian 
tumors are reviewed, consideration being given to 
the types of the tumors, the abortions resulting 
from operation, the complications, and the end- 
results of treatment. Nine of the patients were 
nullipare at the time the tumor was present. The 
average number of children born before operation 
per patient was 3. In 48 cases there were 33 abor- 
tions in 125 pregnancies. In 5 cases the abortion 
occurred before operation. In the 15 cases in which 
operation was performed during the pregnancy there 
were 4 abortions. Two of these patients had bilateral 
tumors; 1, hemorrhage with mole; and 1, torsion 
of the pedicle of the tumor. 

The tumor was a cystadenoma in 33 cases (60 
per cent) ; a dermoid in 15 (27.2 per cent); an ovarian 
fibroid in 3 (5.4 per cent), and a parovarian tumor 
in 6 (10.9 per cent). Torsion occurred in 12 of the 
first type, in 5 of the second, and in 1 of the third. 
It therefore was found in a total of 17 tumors 
(32.7 percent). 

The cystadenomatous tumors were large. 
Twenty-two were multilocular and 11 unilocular. 
All of the dermoids were small except 3. Twenty 
per cent were bilateral. The ovarian fibroids were 
large and in 1 case bilateral. The parovarian tumors 
were all small except 1 which contained 1o pt. of 
fluid. 

Rupture of the cyst occurred in 3 cases (in 1, 
during labor). Suppuration of the cyst was found 
in 8 cases and in all of these following delivery. The 
cystadenomata showed suppuration in 6 of the 8 
cases. Of the dermoids, suppuration occurred in 1 
after tapping. 

The right ovary was involved in 23 cases, the 
left in 18, and both in 8. Four parovarian tumors 
were on the right side and 1 on the left. Pelvic 
incarceration occurred in 5 cases. In 1 case the 
tumor was taken fora uterine fibroid and a cesarean 
section was performed. The other 4 were delivered 
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by reposition or abdominal operation for ovarian 
tumor. In the author’s opinion reposition should 
be attempted with the patient in the Trendelen- 
burg position and under anesthesia before resort is 
had to abdominal section. If it is impossible to 
push the tumor up, the uterus should be withdrawn 
from the abdomen. The procedure indicated is to 
remove the tumor and, if the child’s condition is 
good, effect delivery with the forceps. If the child 
is not in good condition, it should be delivered by 
forceps as soon as the tumor is pulled out of the 
uterus. The use of the forceps to deliver the child 
(by a second operator if possible) after pre-operative 
dilatation of the cervix is the method of choice 
even when the uterus is outside of the abdomen. 

With the exception of 2 cases, the tumors did not 
grow rapidly during pregnancy. In the puerperium, 
however, the growth seemed to become more rapid. 

In the 55 ovariotomies there was 1 death. In 
the 15 cases in which the operation was performed 
during pregnancy, 12 of the patients were operated 
upon during the first half of the gestation; 2, during 
labor; and 1 after section at term. In 2 cases labor 
was induced on account of a contracted pelvis. All 
of the mothers recovered. Eleven children were 
born alive and there were 4 abortions. One child 
died soon after birth. Therefore in the 15 cases the 
child was lost in 5. 

The operation was done through a midline in- 
cision except in 2 cases in which the Pfannenstiel 
was employed. The importance of carefully ligating 
the ovarian artery with an isolated ligature is 
emphasized. Of the 40 patients not operated upon 
during pregnancy all recovered. The foetal mor- 
tality was 21.6 per cent. 

Pregnancy did not appear to favor malignancy 
as none of the 55 cases was malignant. Of the 
ovarian tumors not associated with pregnancy 20 
per cent are malignant. In women over 70 malig- 
nant ovarian tumors are rare. 

A brief review of the symptoms leads the author 
to the conclusion that because of the lack of sub- 
jective symptoms in cases of uncomplicated tumors 
a routine examination should be made during 
pregnancy. 

The diagnosis of pregnancy complicated with 
ovarian tumor is usually not difficult. In examining 
the uterus for Hegar’s sign the danger of separating 
the ovum by too much manipulation must be borne 
in mind. Care should be taken in differentiating a 
soft cervix with easy separation of the body of the 
uterus from an ovarian tumor. The possibility that 
the uterus is a lop-sided pregnant uterus must 
be considered when a tubal pregnancy is suspected. 
In doubtful cases rectal examinations and examina- 
tions under ether are of aid. 

The treatment is taken up in some detail. During 
the first half of pregnancy ovarian tumors should 
usually be removed whatever their situation or size. 
Four exceptions are lutein cysts complicating 
hydatiform moles, bilateral symptomless tumors, 
primary malignancy, and secondary malignancy. 


During the second half of pregnancy all large, 
ruptured, inflamed, and strangulated tumors should 
be removed. Small tumors should be watched and 
when replacement from the pelvis is not possible 
should be removed during labor or at the end of 
pregnancy. If adherent or solid, section is indi- 
cated. All vessels of the pedicle should be ligated 
separately and as far as possible from the uterus. 
During labor the best treatment is the immediate 
removal of the ovarian tumor, at the end of the 
first stage if it is large, and after the delivery if it 
is small. The abdominal route is the best for the 
removal of such tumors. Premature induction of 
labor, version, the use of forceps, and tapping of 
the cyst are contra-indicated as a means to over- 
come dystocia from obstruction. During the puer- 
perium ovarian tumors should be removed when 
possible within twenty-four hours of delivery. If 
sepsis is suspected, however, delay is advisable 
unless strangulation or tumor infection arises. 

In general the treatment must be modified in 
pregnancy in order to maintain fertility. Attention 
is drawn to the fact that in the cases treated by 
operation the foetal mortality was 33 per cent, while 
in those not treated by operation it was only 21.6 
per cent although some of the latter were handled 
unskillfuliy. Abortion figures also were corre- 
spondingly higher in the cases in which operation 
was performed. 

Bilateral tumors should be treated conservatively, 
especially when the patient has not borne children. 

W. N. RowLey. 


Davis, C. H.: Tuberculosis with Pregnancy. Wéis- 
consin M. J., 1920, xviii, 355. 


On the basis of the mortality report of the United 
States it is estimated that in 1915, 43,666 women 
between the ages of 15 and 45 died from tuberculosis 
and 15,103 from childbirth. It may be assumed that 
a small percentage of these who died from child- 
birth had tuberculosis and that pregnancy or child- 
birth was a contributory cause of many deaths 
recorded as due to tuberculosis, 

Tuberculous pregnant women are found in every 
community. Most of them are cared for by physi- 
cians in general practice rather than in institutions 
where they would be kept under careful observation 
and the end-results reported for the information and 
guidance of the medical profession. Bacon has 
estimated that between 24,000 and 36,000 tubercu- 
lous women are confined in the United States each 
year and from the meager statistics available he con- 
cludes that about 33 per cent of the tuberculous 
women who become pregnant will die within a year 
after delivery. 

In any attempt to attack the problem of tuber- 
culosis and pregnancy the women must be divided 
into two classes: (1) women who are known to be 
tuberculous before they become pregnant, and (2) 
women who are found to be tuberculous during a 
pregnancy. Obviously most may be accomplished 
by educating the first group. 
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Tuberculosis is a contra-indication to marriage 
only secondary in importance to gonorrhoea and 
syphilis. Women with a history of tuberculosis 
should not marry until some years after all active 
signs of the disease have subsided. Before marriage 
such women should be instructed regarding the 
danger of a recurrence during pregnancy. They 
should be made to appreciate also the importance 
of receiving the maximum of rest, fresh air, good 
food, and expert medical supervision during the 
entire period of pregnancy and for several months 
thereafter. 

The woman who develops tuberculosis after mar- 
riage should be instructed regarding the ordinary 
mechanical means of avoiding conception. It is use- 
less to advocate long-continued abstinence. If she 
becomes pregnant in spite of advice, she should have 
sanatorium care as few women will secure the 
needed rest, fresh air, and proper diet at home. 
Usually a healthy child may be expected but it 
should be removed from the mother at birth. Nurs- 
ing is rarely, if ever, advisable in these cases as it 
greatly lessens the prognosis for the mother and 
exposes the child to practically certain contact in- 
fection. 


Cornell, E. L.: The Kroenig Cesarean Section. 
Surg. Clin. Chicago, 1920, iv, 195. 

The attitude of the profession toward cesarean 
section has changed in the last twenty years and 
the operation is now being done more frequently. 
When it is performed by specialists the results are 
very good, but whether those obtained by the 
general profession are as good is open to question. 
The maternal deaths are usually due to gross neglect 
of indications, sepsis, ignorance, or failure to make 
examinations previous to labor. Several cases are 
reported. 

The classical cesarean section is contra-indicated 
in women who have had repeated vaginal examina- 
tions under septic conditions or intra-uterine 
manipulations. 

The Kroenig cesarean section is useful in neglected 
cases and in selected cases which have not been 
mismanaged. In general, it is employed on patients 
who have been in labor for a few hours as the lower 
uterine segment is then formed. If possible, the 
patient is prepared for operation some days in 
advance and no drastic catharsis is given. ‘The 
vulva and abdomen are shaved and a soap-suds 
enema is given. Just previous to the operation the 
abdomen is prepared by a nurse who washes it first 
with cotton pledgets soaked in green soap and water, 
and then with a 1:1000 bichloride solution and % per 
cent lysol. The patient is catheterized just before 
operation and the catheter is left in situ. 

After anesthesia has been obtained the patient is 
placed in the Trendelenburg position. The incision 
is made from the umbilicus to the symphysis pubis 
in the median line. The fascia is split about % in. 
to the left of the linea alba and the rectus muscle 
is retracted to the left. The incision is then carried 
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through the peritoneum. Care must be taken to 
avoid injuring the peritoneum lying over the uterus. 
The abdominal walls are retracted and the perito- 
neum over the lower uterine segment is grasped with 
tissue forceps about % in. above the juncture of the 
bladder with the uterus. Here a transverse incision 
about 1o cm. long is made and the loose peritoneum 
is dissected upward with the finger. This dissec- 
tion is carried out in a semicircular fashion and is 
followed by dissection of the peritoneum below, 
including the bladder which is separated low down 
toward the vagina. 

The bladder is retracted against the pubis. Care 
is taken by the assistant to avoid too much traction 
as the bladder may be injured by pressure between 
the retractor and the symphysis pubis. A somewhat 
elliptical opening through the peritoneum now re- 
mains and the lower uterine segment is exposed. 

The next incision is made parallel to the longi- 
tudinal axis and in the center of the uterus. The 
incision through the lower uterine segment is begun 
from below to avoid covering the line of incision 
with blood. Care is used in incising the uterus in 
order to avoid cutting the baby’s head which lies 
close beneath the cervix. If the line of incision is 
covered with blood and the view is obstructed, the 
incision is carried through the segment to its up- 
per portion and the opening is enlarged downward 
with blunt scissors, the way being felt with the fin- 
gers. This prevents any injury to the foetal head, 
the bladder, or the urethra. The incision in the 
uterus is made from 10 to 12 cm. in length. 

After the membranes are ruptured the finger is 
placed in the baby’s mouth and the face is rotated 
anteriorly. Forceps are applied quickly and the 
head is delivered by flexion, the rest of the child fol- 
lowing without any particular mechanism. In 
delivering the head, the principles of normal delivery 
are followed, the upper end of the uterine incision 
being used as is the symphysis pubis in a normal 
cephalic case. The child is now grasped by the feet, 
the mucus cleaned from the nose and throat, and 
the cord cut between two clamps. If possible the 
tracheal catheter is used by an assistant as this 
relieves the operator and does not distract his atten- 
tion from the mother. 

After delivery, the upper and lower ends of the 
uterine incision are grasped with volsellum or Allis 
forceps and the uterus is pulled gently up on a line 
with the abdominal wound. This keeps the blood 
from entering the abdominal cavity and also pre- 
vents contamination when the placenta and mem- 
branes are delivered. The assistant then injects 
pituitrin directly into the uterine muscle in two 
different places. Usually a good uterine contrac- 
tion results in a very few minutes. There is no hurry 
in removing the placenta. It is easily separated 
when it is not near the incision and is frequently 
expelled spontaneously through the uterine incision. 
If this does not occur, it is gently shelled out of the 
uterus. Great care is used in dealing with the mem- 
branes. All of them are removed in order to avoid 
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saprophytic infection. Often it is possible to expel 
the placenta by means of pressure on the fundus 
through the abdominal wall. 

After the placenta is expelled the uterine cavity 
is examined and all clots are removed. The cervix 
is examined and if it is not dilated, dilatation is 
attempted from above until it admits two fingers. 
In removing the hand, care is taken that the fingers 
are not wiped over the cervical or abdominal wound. 

The gloved hands are now washed in pure lysol 
or, in cases of suspected vaginal discharge, another 
sterile pair of gloves is put on. The uterine wound 
is then sewed with two layers of No. 2 twenty-day 
chromic catgut. Great care is taken to sew the 
extreme ends of the incision. The time spent on 
this work is not wasted as seepage between the 
uterus and peritoneum can be prevented and the 
risk of infection is decreased. After the uterus is 
sewed the upper peritoneum is replaced and stitched. 
The bladder is brought up and fastened over the 
upper edge of the loosened peritoneum so that no 
portion of the uterine wound is exposed. 

The abdominal toilet is now completed unless it 
is essential to sterilize the patient. In a clean case 
this is permissible. 

As the operation is done to prevent infection 
it is unwise to make any other abdominal examina- 
tion, and especially to massage the uterus within 
the abdomen. 

The mortality so far as the mothers are con- 
cerned has been nil. The morbidity is not as high 
as in cases treated by high forceps, craniotomy, etc. 
The number of babies lost is not any larger than 
when other methods are used. . The uterus does not 
become adherent to the abdominal wall. The scar 
is so placed that rupture is less apt to occur in sub- 
sequent pregnancies. Epwarp L. CorNELL. 


Gonz4les, T. J.: Vaginal Cesarean Section in the 
Treatment of Placenta Previa with Severe 
Hemorrhage (La cesarea vaginal en e] tratamiento 
de la placenta previa con hemorragias graves). Se- 
mana méd., 1920, xxvi, 167. 


About two years ago the author reported a series 
of cases in which rapid emptying of the uterus was 
indicated and cesarean section was done. At that 
time he regarded the operation of Durham as pref- 
erable to abdominal cesarean section. His experi- 
ence during the past two years has strengthened 
this opinion, especially as regards cases in which the 
emptying of the uterus is indicated absolutely as in 
placenta previa with severe hemorrhage. In this 
paper he gives the results of a recent series of eight 
cases which bear out this contention. There was no 
maternal mortality. The single death among the 
babies was due only partly to the procedure and 
partly to the large size of the child which weighed 
3.8 kilos. The fact that vaginal cesarean section is 
not practiced as often as its safety and simplicity 
warrant is doubtless due to the fear of aggravating 
hemorrhage by placing an incision close to the 
placental implantation. W. R. MEEKER. 


LABOR AND ITS COMPLICATIONS 


Cuzzi, G.: Painless Childbirth (Il parto senza 
dolore). Policlin., Roma, 1919, xxvi, sez. chir., 
385. 

In 40 obstetrical cases the author used a solution 
containing 4 cgm. of morphine hydrochlorate and 
10 cgm. of pituitary extract. This preparation was 
injected hypodermically. As a rule headache and 
nausea developed about twenty minutes after the 
injection, but vomiting was rare. 

Of the 40 cases there was complete analgesia in 
35. In the remaining 5 the labor pains were dimin- 
ished and well borne. ‘The duration of the analgesia 
varied from six to eight hours. The secundines 
were expelled normally. . 

In the majority of cases the vigorous condition of 
the child was demonstrated by crying and move- 
ments of the limbs. In a few instances, however, 
the child was cyanotic and its musculature was 
flaccid, but artificial respiration was necessary only 
twice and the manifest effect of the preparation 
was only temporary and not harmful. 

The injection does not affect the duration or 
intensity of the uterine contractions, the duration 
of labor, or the course of the puerperium, and may 
be repeated after a suitable interval without danger. 

W. A. BRENNAN. 


Sklavounos, G.: Rapid Expulsion of the Placenta. 
Surg., Gynec. & Obst., 1920, xxx, 168. 


The author describes and recommends a modifi- 
cation of a very old method of mechanical detach- 
ment of the placenta, viz., the so-called Mojon 
method. Mojon first described the detachment of 
the placenta by the ‘injection of the umbilical 
cord” in 1826. 

The author injects hot normal saline through the 
omphalic vein in sufficient amount to fill the veins 
and arteries, the quantity required averaging 250 
gm. The technique of this procedure is very accur- 
ately described in the text. The increase in weight 
of the placenta and the subsequent overswelling of 
the villi tend to bring about the detachment more 
quickly than normal conditions. 

The author strongly advocates the quick detach- 
ment of the placenta. It has many obvious advan- 
tages over the Credé method. It is less painful and 
less apt to cause postpartum hemorrhage. 

Although using the same route for his injection as 
Mojon, the author claims superiority for his method 
for the following reasons: 

1. It conforms to the new methods of aseptic 
obstetrics. 

2. It produces a complete filling of the vascular 
system of the placenta and therefore a swelling of 
the villi. 

3. The injected hot water increases the natural 
hematoma behind the placenta. 

4. The injection is made with hot hypertonic 
salt solution to which is added 2 per cent citrate to 
dissolve the clot completely. 
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Up to the present time 60 cases have been success- 
fully treated by this method in the University 
Lying-In Hospital of Athens, Greece. 

In conclusion the author claims “that this method 
is especially suited to the man who practices under 
great difficulties in the little town and village and 
who would hesitate to introduce his hand into the 
vagina when he is able to obtain the same result 
with a simple and safe method.” 

H. B. MatrHews. 


PUERPERIUM AND ITS COMPLICATIONS 


Losee, J. R.: Blood Transfusion in Obstetrics. 
Med. Rec., 1920, xcvii, 265. 


Since the introduction of the indirect method of 
transfusion Losee has performed the operation 78 
times on 70 patients suffering from the complications 
of labor. Sixty-one of these transfusions were done 
by the syringe-cannula method, and 17 by the 
citrate method. There were 14 deaths in the series 
and all but one of them were due undoubtedly to the 
condition from which the patient was suffering. 
The one exception, which may or may not have been 
due to the transfusion, occurred before preliminary 
tests were made. 

In 30 cases the transfusion was performed for 
hemorrhage or hemorrhage and shock; in 29, for 
anzmia secondary to postpartum hemorrhage and 
localized pelvic sepsis; in 7, for bacteraemia, septic 
thrombophlebitis of the pelvic veins, or general 
peritonitis; and in 4, for toxemia of pregnancy 
causing pernicious vomiting. 

In the 30 cases of acute hemorrhage (due to 
placenta previa, premature separation of the 
placenta, ruptured ectopic pregnancy, or rupture 
of the uterus) 32 transfusions were done and 6 of the 
patients died. Many of the others were in exceeding- 
ly poor condition and probably would have died 
also in a few minutes if they had not received a 
large transfusion of blood. 

In the 29 cases of anemia secondary to postpartum 
hemorrhage and localized pelvic sepsis 30 trans- 
fusions were done. All of these patients recovered 
completely although on admission to the hospital 
some of them seemed critically ill. In a few instances 
the number of red blood cells was as low as 1,200,000 
and the hemoglobin was only 20 per cent. In one 
case the erythrocytes numbered 500,000, the 
hemoglobin was only ro per cent, and the leucocytes 
numbered 31,000 with 89 per cent polymophonu- 
clears. - 

The treatment of general sepsis (bacteremia and 
septic thrombophlebitis of the pelvic veins) by blood 
transfusion has been tried on many occasions, but 
even when the donor has been immunized with 
autogenous vaccines it has given very poor results. 
Aside from the fact that it acts as a supportive 
measure, there is no scientific basis for it as human 
plasma is very slightly, if at all, bactericidal. 
Patients with postpartum bacteremia due to the 
hemolytic streptococcus or staphylococcus aureus 
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are suffering from a fulminating infection and in the 
majority of instances succumb to the disease in from 
seven to ten days. 

In the 4 cases of toxemia of pregnancy with 
pernicious vomiting there were 2 deaths. In this 
condition also transfusion is only a supportive 
measure. 

The author summarizes his paper as follows: 

1. Serious hemorrhage complicating pregnancy 
and labor has been successfully treated by indirect 
blood transfusion. 

2. In anemia secondary to postpartum hamor- 
rhage and pelvic sepsis transfusion is definitely 
indicated and gives satisfactory results, but in cases 
of bacteremia and septic thrombophlebitis it has 
little or no effect. 

3. As indirect blood transfusion is often a life- 
saving procedure in obstetrics, obstetrical institu- 
tions should be prepared to perform the operation in- 
stantly at any time. C. H. Davis. 


NEW-BORN 


Thomas, T.T.: Brachial Birth Palsy: A Pseudo- 
paralysis of Shoulder-Joint Origin. Am. J. 
M. Sc., 1920, clix, 207. 


Obstetrical or brachial birth palsy represents only 
one phase of a much larger shoulder-joint problem. 
Almost all, if not all, shoulder-joint injuries are 
associated with a brachial paralysis, palsy, or weak- 
ness of varying degree and duration. Very rarely 
is an actual nerve rupture associated with the 
paralysis. 

The best evidence of the absence of rupture of a 
nerve is the almost uniform and general disappear- 
ance of the paralysis. 

In obstetrical paralysis there is soon after birth a 
profound and almost, if not entirely, complete 
paralysis of the whole limb rather than a paralysis 
limited to the small Duchenne-Erb groups of 
muscles. 

The extravasation into the axilla of blood and 
synovial fluid causes immediate inflammation and 
later the formation of cicatricial tissue. This is 
probably absorbed in time and its absorption would 
account for the disappearance of the paralysis. 

The Duchenne-Erb localization of the paralysis 
by electrical reactions to the deltoid, biceps, 
brachialis anticus, infraspinatus, and supinators of 
the forearm has been widely accepted, but not 
corroborated. 

Following the investigations of Duchenne and 
Erb, the paralysis was generally believed to be due 
entirely to injury of the brachial plexus, but since 
1911, when the author suggested that the shoulder- 
joint injury was the primary cause of the palsy, the 
former theory has not been accepted by all in- 
vestigators. 

It is very probable that in successful deliveries 
the traction on the head at birth has never been 
sufficient to rupture the brachial plexus. 

H. B. MATTHEWS. 
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MISCELLANEOUS 


Davis, C. H.: Maternal Mortality. J. Am. M. 
ASs., 1920, Ixxiv. 523. 

The author examined 10,000 family records of 
the Northwestern Mutual Life Insurance Company. 
The first series of 5,000 showed that 1 applicant for 
life insurance in every 17 reported that the mother 
or sister or both had died from the immediate 
effects of childbirth; 1 in 27, that tuberculosis was 
the cause of the death; and 1 in 47, that cancer or 
other malignant tumor was responsible. The 
corresponding ratios in the second series of 5,000 
applicants were: childbirth 1: 17.7; tuberculosis 1: 
29.7, and malignancy 1: 42.7. In view of the similar- 
ity of the ratios in the two series, it was not con- 
sidered worth while to give more time to this line 
of investigation. 

Mortality statistics show that for women of 
childbearing age (15 to 45), childbirth is the second 
greatest cause of death. The records of life in- 
surance companies show that among women who 
are insured under 45 years of age, the diseases of 
pregnancy and the puerperal state are the second 
greatest cause of death. Childbirth ties with 
nephritis and Bright’s disease for fourth place as a 
cause of death among insured women. 

A study of 10,000 family histories demonstrated 
that the death of a mother or sister or both had 
been due to childbirth in 1 of every 17.3; to tuber- 
culosis in 1 of 28.3; and to malignancy in 1 of 45. 
It is believed that a considerable percentage of these 
deaths from childbirth were recorded on the death 
certificates as being due to tuberculosis, heart dis- 


ease, etc., but that the applicant for insurance 
remembered the associated childbirth and not the 
cause of death given on the death certificate. The 
present mortality records do not show the frequency 
of childbirth as a contributing cause of death. 

Maternal mortality may be greatly reduced by 
the application of present-day obstetrical knowledge. 
Systematic education similar to that used in combat- 
ing tuberculosis is needed. 

Increased hospital facilities and nursing service 
must be provided. The state should furnish assist- 
ance in giving poor women the proper care during 
pregnancy, labor, and the puerperium. For the 
present, more hospital beds may be made available 
by sending women to their homes by ambulance 
early in the puerperium and caring for them through 
an out-patient nursing service. 

The clinical teaching of obstetrics must be im- 
proved: Out-patient services are still necessary, 
but as soon as beds are available the women should 
be brought to the hospital for delivery. From the 
so-called simplified technique used in many out- 
patient services, students get a midwife’s idea of 
obstetrics and these methods are reflected in the 
continued high maternal mortality. Few internes 
have an obstetrical training comparable with that 
received in medicine and surgery. 

Churches could aid greatly in making motherhood 
safer if on Mother’s day special collections were 
taken for the obstetrical services of the various 
hospitals. In addition to the money raised, such a 
collection would have an educational value in that 
it would call attention to the great needs of 
obstetrics. Epwarp L. CornELL. 
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ADRENAL, KIDNEY, AND URETER 


Hyman, A.: Fused Kidney with Calculus in the 
Pelvis. Internat. J. Surg., 1920, xxxiii, 48. 


The author describes a case of fused kidney in a 
man 24 years of age. The patient complained for 
two years of pain on the left side of the abdomen 
radiating down toward the spine and umbilicus. 
The physical examination was negative. The urine 
at times was blood tinged. X-ray examination re- 
vealed a concretion the size of a cherry in the left 
lumbar region close to the iliac crest which resembled 
a ureteral calculus. Cystoscopy showed the bladder 
to be normal and the trigone and ureteral orifices 
normally placed. 

Both ureters were catheterized without difficulty. 
The right kidney specimen was cloudy and con- 
tained pus and blood cells. There was no indigo- 
carmin return in forty minutes. The capacity of the 
pelvis was 12 ccm. The specimen from the left side 
was clear and contained no pus cells. The urea was 
normal and the kidney function practically normal. 
As a pyelogram failed to show the outline of the 
kidney, a roentgenogram was made after X-ray 
catheters were introduced. It was then found that 
the right ureter crossed the spinal column and came 
into contact with the shadow of the supposed 
calculus. 

A diagnosis of fused kidney on the left side with 
a double pelvis and a stone in the lower pelvis was 
made. At operation the diagnosis was verified. 
The stone was removed through an anterior pyelot- 
omy jncision. Recovery was uneventful. 

T. F. FINEGAN. 


Seres, M.: Nephrolithiasis (Sobre calculosis renal). 
Prog. de la clin., Madrid, 19109, vii, 264. 

In cases of stone located in the renal pelvis and 
calices, characteristic changes in the form, appear- 
ance, and color of the ureteral orifices, and in the 
ejaculation arid appearance of the urine have been 
observed. These changes are not as marked or as 
constant as those due to ureteral stone, but are of 
great diagnostic value. 

After an attack of renal colic in which a stone has 
been passed cystoscopic examination shows torn 
margins of the orifice surrounded by a zone of 
ecchymosis and beyond that by an cedematous zone. 
When calculi are present but have not been passed 
the ureteral lips are enlarged and pouting. In 
cases of secondary infection this picture is often 
modified. 

In calculous hydronephrosis and pyonephrosis the 
ejaculations of urine from the ureters may be reduced 
to two or three per minute and the force is greatly 
decreased. In some instances the ejaculation may 


be prolonged, the urine dribbling from the orifices 
almost continuously. 

In uncomplicated cases the urine is clear and min- 
gles at once with the bladder contents. When in- 
fection is present it appears turbid and at each 
ejaculation the transparency of the bladder contents 
is lessened. W. R. MEEKER. 


Judd, E. S.: The Results of Operations for the 
Removal of Stones from the Ureter. Ann. Surg., 
1920, Ixxi, 128. 


Stones in the ureter may pass into the bladder 
spontaneously. Most of these calculi originate in the 
calices and pelvis of the kidney but some of them 
are formed in the ureter in association with ureteral 
stricture. In some cases stones lodged in the ureter 
may produce no symptoms and no changes in the 
ureter or kidney. In others, in addition to symp- 
toms, they may cause marked dilatation of the 
ureter above them and hydronephrosis. Even when 
the symptoms are marked, however, the diagnosis 
should always be checked up by the X-ray and 
cystoscope with the use of the ureterograms ad- 
vocated by Braasch. 

If after the diagnosis is established the patient 
has frequent and severe attacks of pain, it is ad- 
visable to keep him under observation for a time 
before attempting treatment as the stone may pass 
spontaneously. However,the possibility that severe 
pressure in the ureter and kidney may result in 
hydronephrosis must be borne in mind. When the 
stone is apparently causing no symptoms, it is 
advisable to remove it unless there are contra- 
indications. 

The non-operative treatment of cases of ureteral 
stone consists in dislodging the calculus by means of 
a ureteral catheter or small sound. The contra- 
indications to this procedure as given by Braasch 
are: (1) a stone 2 cm. or more in diameter, (2) acute 
ossification with continuous obstruction, (3) acute 
renal infection, (4) the patient’s intolerance of 
cystoscopic manipulation, and (5) anatomical de- 
formity. Braasch has removed ureteral stones by 
non-operative methods in about 126 cases and has 
had excellent results, especially when the stone was 
lodged at the ureteral orifice. 

If pyelonephritis has resulted from the presence 
of the stone and there is evidence of general infection, 
it is inadvisable to remove the stone if the opposite 
kidney is functioning well. If the stone is situated 
in the lower third of the ureter and the kidney is 
badly damaged it is best to remove the kidney and 
leave the stone even though later the removal of 
the stone may be necessary because of pain. When 
the stone obstructs the ureter so that the function 
of the kidney on the same side cannot be ascer- 
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tained, it is best toremove the stone only. Conserv- 
ative methods are justified in any case of chronic 
kidney infection while radical methods must be 
employed in acute, severe infections. Of the latter 
nephrectomy is the operation of choice, but the kidney 
should not be removed unless it is extensively in- 
fected as it may recover its function. In two cases 
cited complete anuria was caused by a stone 
in the ureter but neither of the patients seemed to 
be ill as a result of this anuria and both of them 
recovered completely after the removal of the 
stone. 

In cases of bilateral calculi operation seems best, 
one stone being removed at atime. The author oper- 
ates on the side showing evidence of acute trouble, 
and if there is no apparent difference, removes the 
stone from the ureter on the side with the least 
function. 

While the operative removal of calculi from the 
ureter must be considered a major operation, it may 
be performed with practically no mortality and with 
good results. J. A. H. Macoun, Jr. 


BLADDER, URETHRA, AND PENIS 


Harris, S.H.: The Resection of Impassable Stric- 
tures of the Urethra, with a Report of Three 
Cases. Med. J. Australia, 1920, i, 99. 


Harris bases his treatment of impassable stricture 
on the following principles: (1) “that the perineal 
portion of the male urethra may be slit upon its 
floor to any desired extent and thus converted into 
a “ribbon;’’ (2) that any damaged portion may then 
be resected and the ends of the “ribbon” sewn 
together; and (3) that provided no urinary contami- 
nation of the wound be permitted, the urethra will 
resume its tubular form naturally and in due course.” 
Thus the necessity for the long-continued use of 
sounds after the usual external and internal urethro- 
tomy is avoided. 

To obtain a clean field for operation as well as to 
take care of the impairment of renal function so often 
concomitant with impassable stricture, a cystotomy 
is first performed and drainage and irrigation of the 
bladder are instituted for at least a week before the 
perineal work is done. With the patient in the exag- 
gerated lithotomy position, a sound is then passed to 
the stricture from without or through the cysto- 
tomy wound. The incision is made down to the 
sound, and the urethra is widely exposed and con- 
verted into a ‘‘ribbon” with the strictured area 
in the center. The stricture is resected, the scar 
tissue carefully dissected out, and the ends of the 
urethra approximated and sutured snugly together. 
No further sutures are necessary as the sides of the 
incision fall together naturally when the thighs are 
brought in apposition. Suprapubic drainage is 
discarded in ten days and in three weeks a large 
sound is passed. 

The author reports three cases in which this 
operation was followed by complete recovery. 

H. W. PLAGGEMEYER. 


Crenshaw, J. L.: The Treatment of Urethral 
Caruncle. Minnesota Med., 1920, iii, 54. 

The author is of the opinion that urethral carun- 
cles are due to chronic irritation or ulceration of the 
urethral mucosa. As a rule they occur on the 
posterior and lateral walls of the urethra, only one 
case being found in the literature in which the 
caruncle developed on the anterior wall. 

The treatment of urethral caruncle has been 
unsatisfactory and the recurrence after their 
removal has been high. Some authors have re- 
ported the incidence of malignancy as high as 25 
per cent in the original caruncle and many malignant 
recurrences. There are two types of recurrences: 
(1) true recurrence following incomplete removal of 
the base, and (2) recurrence in prolapse of the mucous 
membrane due to the contraction of the scar tissue 
after the removal of the caruncle. The second type 
is not a true recurrence. 

The author has obtained good results by the follow- 
ing procedure: 

The patient is placed in the lithotomy position 


- and the labia are separated after thorough cleansing 


of the parts and the application of a local anesthetic. 
The caruncle is found as a single tag or as posterior 
and lateral masses. Each tag is picked up with small 
Graefe fixation forceps and clamped off in the 
longitudinal axis of the urethra with a special clamp. 
Care is taken to include all of the caruncle and none 
of the submucosal structure of the urethra. The 
caruncle is cut off close to the clamp and the cut 
surface of the base cauterized with acid nitrate of 
mercury solution. All the tags are similarly removed. 
The parts removed are saved for microscopic ex- 
amination. 

The following advantages are seen in this treat- 
ment: (1) bleeding does not obscure the field during 
the operation nor annoy the patient afterward and 
the operator may be sure that all the growth has 
been removed; (2) there is a minimum of scar tissue 
and that which is formed occurs in longitudinal lines 
separated by islands of healthy mucosa so that 
prolapse of the mucosa due to contraction of scar 
tissue is prevented; and (3) the symptoms are 
relieved almost immediately. 

During the last four years the author has treated 
118 patients by this method and so far has learned 
of only four recurrences. G. S. Founps. 


GENITAL ORGANS 


Herrick, F. C.: Sarcoma of the Prostate. Ann. 
Surg., 1920, Ixxi, 168. 


The author gives a brief review of the literature 
of sarcoma of the prostate and describes a case 
observed by himself. The patient was a man 33 
years of age whose illness began with rapidly in- 
creasing urinary obstruction which in two weeks 
time produced acute retention. For seven months he 
had used a catheter and during this time had lost 
20 lbs. in weight. There was no pain, and blood 
appeared only occasionally. 
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Rectal examination revealed the presence of a 
large, smooth, elastic body. The prostate was 
removed by the suprapubic route. In three months 
symptoms of recurrence developed and radium 
treatment was given. Death occurred two months 
later. The autopsy showed sarcomatous metastases 
in the liver and double suppurative pyelonephritis. 

H. L. SANForD. 


Parmenter, F. J., and Simpson, B. T.: A Case of 
Blastomycosis Involving the Prostate and 
Seminal Vesicles. J. Urol., 1919, iii, 449. 


Blastomycosis is a relatively frequent disease, 
especially in Chicago and its immediate vicinity. 
Buffalo also seems to have had a comparatively large 
number of cases. It is a condition, very frequently 
fatal, in which the skin or lungs seem to be involved 
primarily and there is gradual extension to other 
structures, such as the muscles, bones, liver, kidneys, 
spleen, pancreas, and brain. Death is due to 
sepsis. 

In the cases reported in the literature but little 
attention was directed to the urinary tract, and al- 
though the autopsy reports showed renal involve- 
ment in nearly all instances, the clinical records 
indicate that the urine was normal and no mention 
is made of any symptoms referable to the urinary 
tract. In only one reported case was it stated that 
the organisms were found in the urine during life. 

The case reported by Parmenter and Simpson 
presented extensive involvement of many differ- 
ent structures of the body, apparent recovery under 
treatment, and unusual involvement of the prostate 
and seminal vesicles. The patient was 44 years old. 
In September, 1914, he was taken with a persistent 
cough, his health began to fail, and he lost in weight. 
Later he had a profuse mucopurulent blood-tinged 
sputum and a skin eruption with abscess formation 
on the extremities, face, and neck. The abscesses 
were drained, iodides were given, and X-ray treat- 
ment was instituted. By the fall of 1917 all 
evidences of the disease had disappeared. 

The urinary trouble began in October, 1917, with 
an attack of frequency, urgency, burning, and 
dysuria which lasted about twelve hours. Following 
this, the patient felt well. In January, 1918, there 
was a recurrerice of the symptoms lasting for a week. 
A third attack occurred in March, 1918, and the 
symptoms then noted, though now greatly amelio- 
rated, still persist. 

In a urological examination the urine in Glasses 
1 and 2 was very small in amount, cloudy, and 
blood-tinged. It contained also many small prosta- 
tic shreds. Rectal examination showed a dense 
infiltration of the prostate, seminal vesicles, and 
Denonvillier’s fascia associated with considerable 
cedema and suggesting an inflammatory rather than 
a malignant process. Upon massage only blood was 
obtained. Cystoscopic examination showed the 
bladder capacity diminished about one half. The 
mucosa was normal except for a bulbous oedema 
about the trigone, sphincter, and ureteral orifices. 
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The ureters were not catheterized, but the urine 
coming from both was clear. The posterior urethra 
and the veramontanum were acutely inflamed. On 
later examination the material obtained from the 
prostate and seminal vesicles showed the typical 
organism of blastomycosis. 

Under X-ray treatment through the peritoneum 
local improvement continued rapidly, and by July 
24, 1918, the prostate and seminal vesicles felt per- 
fectly normal and all blastomycetes had dis- 
appeared from the secretion. In December, 1918, an 
acute epididymitis suddenly developed on the right 
side. This subsided within two weeks but left the 
epididymis swollen and hard. In view __ the pre- 
vious findings in the prostate and seminal vesicles, 
and the fact that gonorrhoea was definitely ruled 
out, it seems probable that the condition was 
blastomycosis of the epididymis. 

The patient is one of the few apparently to recover 
from extensiye systemic blastomycosis. Only in 
the epididymis is there any evidence of the disease 
after four years during which the lungs, skin, 
muscles of the leg, prostate, and seminal vesicles have 
been involved. In the author’s knowledge this is the 
first instance in which a clinical diagnosis of blasto- 
mycosis of the prostate was made and confirmed 
during life. Because of the frequent involvement 
of the kidney by blastomycosis, as shown at autopsy, 
a more thorough study of the urinary tract is urged. 
This has been neglected in the past, doubtless be- 
cause of the prominence of the disease in other 
organs in patients so ill that urinary symptoms 
were overlooked. C. R. O’CRowLey. 


Cathelin, F.: The Comparative Value of Different 
Prostatectomies (Valeur comparée des diverses 
prostatectomies). Rev. gén. de clin. et de thérap., 
1919, XXxiii, 793. 


Each of the standard methods of prostatectomy 
has its own indications and each has given excellent 
results. The form of the hypertrophy rather than 
the volume of the prostate, however, should govern 
the choice of method. Only two methods of explora- 
tion permit a proper estimation of the enlargement 
of the different zones of the prostate, rectal palpa- 
tion and intravesical measurement of the gland by 
means of an instrument devised by the author. 

High prostatectomy should be reserved for volu- 
minous prostates projecting chiefly into the bladder 
in which the hypertrophy involves principally the 
lateral lobes. 

The low perineal prostatectomy should be used for 
small sclerous prostates which project chiefly into 
the rectum and are more or less enveloped with 
adhesions and show no increase in the size of the 
median lobe. 

In cases of retention due principally to hypertrophy 
of the median lobe of the prostate a less extensive 
operation should be done. This should consist 
of thermocautery destruction of the prostatic bar 
about the neck of the prostate through a supra- 
pubic incision in the bladder. 
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The statistics of several leading French urological 
surgeons show that in 509 cases of prostatic hyper- 
trophy the median bar was hypertrophied in 403, 
the lateral lobes alone were involved in 403, and the 
“¢ anterior commissure in 3. Of the 403 cases of hyper- 
os trophy of the median bar the hypertrophy was 
limited to the median bar in 117, while in 286 cases 
there was additional hypertrophy of the two 
lateral lobes. 

Deep transvesical ignipuncture recommended by 
Cathelin was therefore feasible in 406 cases. 
Removal of the prostatic bar by this method is 
attended with little risk and the results in cases of 
complete or incomplete retention are excellent. 

W. A. BRENNAN. 


Young, H. H., and Waters, C. A.: X-Ray Studies 
of the Seminal Vesicles and Vasa Deferentia 
after Urethroscopic Injection of the Ejacula- 

. tory Ducts with Thorium. Bull. Johns Hop- 
as kins Hosp., 1920, xxxi, 12. 
The vast canal system extending upward from 
the orifices of the ejaculatory ducts in the veru- 
th montanum appeared to the authors to present a 
ot wide field for study hitherto neglected both in 
| urology and roentgenology. Only in the past few 
years, they state, has proper attention been paid 
to the réle of the seminal vesicles in the production 
of the numerous types of arthritis, cardiac and 
gastro-intestinal disturbances, and neuroses. Up to 
the time of their investigations the assistance to be 
derived from the X-ray had been practically dis- 
regarded. 

The purpose of this paper is to call attention to a 
method by which the vesicles can be injected through 
the catheterized ejaculatory ducts following endo- 
scopy; to emphasize the fact that, so far as the 
authors’ experience went, no harmful effect fol- 
lowed the use of this procedure; and, lastly, to show 
that by the injection of thorium it is possible to 
outline the vast canal system above the orifices of 
the ejaculatory ducts. 

For the past four years Young had been en- 
deavoring by means of specially devised probes, 
‘filiforms, bougies of metal and whalebone, and 
Geraghiy’s utricle syringe to explore and treat the 
interior of the ejaculatory ducts, the vasa defer- 
entia, and the seminal vesicles. In these experi- 
ments he found that the ejaculatory ducts were easy 
to locate in most cases even when they were not 
visible. In several cases of marked stricture of the 
ejaculatory ducts, systematic dilatations done at 
weekly or bi-weekly intervals brought about almost 
immediate relief of chronic pain and discomfort. 

In the course of this work the authors were 
struck with the need for a method by which the con- 
dition of the canal system above the verumontanum 
could be graphically depicted without resort to open- 
ing the vas deferens in the groin. When thorium 
was introduced in roentgenography it occurred to 
them to use this agent for the purpose of obtaining 
the much desired pictures. 
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By using Geraghty’s utricle syringe and Young’s 
urological X-ray table it was possible to demonstrate 
that catheterization of the ejaculatory ducts and 
radiographic study of the canal system above could 
be carried out with ease and that it furnishes a ready 
and satisfactory method for determining the con- 
dition of these structures. The process was ap- 
parently safe. 

From the standpoint of the X-ray, the anatomical 
structures of interest in the making of vesiculo- 
grams were: (1) the verumontanum with the 
external openings of the ejaculatory ducts; (2) the 
ejaculatory ducts themselves; (3) the seminal 
vesicles; (4) the ampulle of the vasa deferentia; and 
(5) the vasa deferentia above the ampulle. 

Vesiculograms were prepared from autopsy 
specimens in order to study the variations in the 
anatomical structures. The specimens were in- 
jected with thorium through the openings of the 
ejaculatory ducts. The anatomy was clearly shown; 
the lumina of the ejaculatory ducts were reproduced 
plainly and the convolutions and windings of the 
seminal vesicles and the ampulle of the vasa defer- 
entia were clear and distinct. Variations in the 
vesicles and vasa deferentia were observed. 

The authors state that the method described 
would be helpful: 

1. To détermine the patency of the ejaculatory 
duct or vas in cases of sterility when epididymo- 
vasotomy is contemplated. 

2. To determine whether stricture of the ejacula- 
tory duct, the vas, or the outlet of the seminal vesicle 
is present. 

3. To disclose the condition of the ampulle of 
the vasa or of the seminal vesicles in inflammatory 
or tuberculous conditions. 

4. To show the condition of the seminal tract 
in cases of vague pain in the region of the prostate, 
vesicles, or bladder. G. E. Betsy. 


Jacob, O.: The Surgical Treatment of Varicocele 
(Du varicocele; son traitement chirurgical). Rev. 
de chir., Par., 1919, lvii, 352. 


Anatomical and anatomopathologic study of vari- 
cocele shows that it is necessary to create.a barrier 
to the trajectory of the spermatic veins in order to 
diminish the action upon them of the exaggerated 
pressure of the blood column. A more or less exten- 
sive resection of the group of veins is necessary but 
the funicular and deferential branches should be left 
intact. The trunk veins should be resected. Resec- 
tion of the veins is not enough, however, for special 
treatment is necessary to correct the excessive elon- 
gation of the cord, the exaggerated descent of the 
testicle, and the distention of the scrotum. These 
corrections the author believes are best realized by 
fixing the testicular vein stump to the pillars of the 
external inguinal ring. 

The technique comprises the following steps: 

1. An incision similar to that for the treatment 
of inguinal hernia but not so long. 
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2. Exposure of the external opening of the inguin- 
al canal and exposure of the spermatic cord. 

3. Isolation of the varicose spermatic veins in 
the cord. 

4. Resection of from 6 to 8 cm. of the varicose 
group, the deferential artery being spared. 

5. Fixation of the testicular venous stump to 
the pillars of the inguinal ring. 

6. Suture without drainage. 

In 237 cases operated upon by this method since 
1919 the author had no serious accident and there 
has been no testicular atrophy. In some instances a 
sort of aseptic phlebitis developed in the testicular 
venous stump but all the patients have been cured 
and have remained cured. W. A. BRENNAN. 


Johnson, J. E.: New Uses of the Scrotum. South. 
M.J., 1920, xiii, 120. 

Two cases are presented in which the redundant 
skin of the scrotum was put to novel uses. The 
first was a case of intractable pruritis ani in which 
the skin around the anus for about 2% in. was 
thick, rough, and leathery from excoriation with 
the nails. It was necessary to excise the entire 
area and find a new epithelial covering for the raw 
surface. The scrotum was drawn well up and the 
incision made as shown in the illustration. When 
this flap was straightened out it was about 4 in. 
long and pendulous from its anterior side. The 
scrotum was closed with a few mattress sutures. An 
incision was then made entirely around the diseased 
anal skin and the skin dissected down to the anal 
mucosa. This skin was folded together and passed 
through a median incision in the scrotal flap. The 
flap having been sutured in place, the anal mucosa 
was divided and sutured to it, the denuded area 
being thus covered. Union was primary and on the 
twelfth day the flap was separated from the scrotum. 

The second case was a case of lymphoedema of the 
leg following an operation for right inguinal adenitis. 
During the operation the saphenous vein was in- 
jured and hemorrhage was controlled by sutures 
en masse. The leg remained swollen when elevated 
and it was necessary to find another course for the 
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return lymph. The scrotum was not swollen. The 
operation is best described in the surgeon’s own 
words: ‘‘The scrotum was divided in the median 
line, care being taken not to open the tunica vagi- 
nalis. The left half of the scrotum was turned down 
and the end of the right half turned into the left 
side, thus reforming the scrotum entirely from the 
right side. The left side now formed a flap 6 in. 
long with a base of 534 in. To put this in place the 
skin of the perineum and an area of skin 4 by 5 in. 
extending into the right thigh were removed. The 
flap was now drawn across the denuded perineum 
and into the denuded area on the right thigh and 
sutured in place.”” Union was primary and at the 
end of two months all the oedema had disappeared. 
I. W. Baca. 
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Wolff, L. K.: On the Character and Treatment of 
Scrofulous Inflammations of the Eye. Brit. J. 
Ophth., 1920, iv, 53. 

Wolff believes that in phlyctenular inflammations 
of the eye there has been a previous ocular tuber- 
culous process which has rendered the eye hyper- 
sensitive to the toxin of tuberculosis. This toxin is 
produced by lymph glands inflamed by tuberculosis 
when the patient’s condition is favorable, e.g., fol- 
lowing measles. He considers the presence of the 
staphylococci commonly found in _phlyctenular 
eyes as of secondary importance in the etiology of 
the condition. 

The author’s treatment is directed first toward the 
tuberculous lymph glands and then toward the 
staphylococci. In the lymph glands the use of the 
roentgen rays has given excellent results although 
in some cases recurrence has made it necessary. to 
renew the treatment. The eye itself is treated with 
a 5 per cent silver fluorescein salve rubbed into the 
conjunctival sac every hour. T. D. ALREN. 


Mansilla, S.G.: Injections of Cows’ Milk in Ocular 
Affectious (Injecciones de leche de vaca en las af- 
fecciones oculares). Med. Ibera., 1920, iii, 17. 


Injections of sterilized cow’s milk have been 
used successfully in many ocular affections such as 
acute iritis, infective ulcers of the cornea, post- 
operative infection, purulent ophthalmia, trachoma, 
and eczematous keratitis. The author reports 6 
cases treated in this way. 

1. Case of penetrating wound of the eye with 
infection. Six injections of from 2 to 3 ccm. of milk 
were given intramuscularly every other day. By the 
twelfth day the infection had entirely disappeared. 

2. Case of suppurative keratitis due to a foreign 

y of five days’ duration. Five injections of 
from 3 to 5 ccm. of milk were given in addition to 
local treatment. The corneal infection cleared up 
completely at the end of fourteen days and only a 
thin central leucoma remained. 

3. Case of traumatic suppurative keratitis with 
extensive ulceration. Five injections resulted in 
complete cicatrization. A small leucoma remained. 

4. A case of traumatic suppurative keratitis. 
This cleared up in fifteen days following 6 injections 
of milk. 

5. A complete abscess of the cornea. After 6 
injections of milk the abscess was completely under 
control and was cicatrizing. A rather extensive 
leucoma remained. 

6. A case of lymphatic vascular keratitis. After 
5 injections of milk there was no improvement and 
treatment was discontinued. 
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In the cases of infection of the cornea improve- 
ment was rapid in the first 3 instances and more 
gradual in the last 2. Improvement usually begins 
after the second injection and continues until the 
fifth or sixth, a period varying from twelve to fifteen 
days. The first evidence of improvement is the 
cessation of ocular pain and headaches which allows 
the patient to sleep. Then follow the diminution 
and disappearance of hypopyon, the further spread 
of infection thus being controlled. The pupil 
becomes dilated, the deep ciliary injection dimi- 
nishes, epiphora ceases, the exudate from the ulcer 
clears up, and a transparent surface in a stage of 
cicatrization remains. In peripheral lesions and 
those leaving a part of the pupil free, vision now 
returns. 

The use of injections does not interfere with local 
treatment which should always be employed. 
Doubtless in the cases cited mydriatics, local anti- 
septics, subconjunctival injections, cauterization, 
and extirpation of the lachrymal sac when this was 
the origin of the infection did much to hasten the 
recovery. W. R. MEEKER. 


Bussy, L.: Intra-Ocular Ossifications; Remarks 
on a Frequent Type of Heteroplastic Osteo- 
genesis (Les ossifications intraoculaires. Quelques 
remarques sur un type fréquent d’ostéogénie hétéro- 
plastique). Lyon chirurg., 1919, xvi, 368. 

Bussy outlines the different stages of heteroplastic 
ossification of the eye as follows: 

1. Infection of the ocular membranes. 

2. The formation of choroid, retinal, and vitreous 
exudates and more or less complete capillary necro- 
sis. 

3. Transformation of these exudates and the nec- 
rosed tissue debris into a fibrous mass abundantly 
infiltrated with calcareous salts. 

4. Traumatic or benign inflammatory excitation 
of the ocular stump resulting in the formation of new 
vessels at the expense of the retinal or choroid por- 
tions of the eye. 

5. Penetration of the calcified conjunctival mass- 
es by the newly formed vessels and invasion of these 
fibrocalcareous substances by conjunctival cells. 

6. Arrangement of this material in more or less 
regular bone layers around the newly formed vessels. 

The age of the patient does not have any affect 
on this process. The condition does not develop 
indefinitely, however, but is limited by the supply of 
fibrocalcareous material. 

In experiments to reproduce the intra-ocular 
ossifications in animals the injection of small quan- 
tities of Koch bacillus cultures into the vitreous was 
the only experiment which gave results at all 
encouraging. 
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The author attempted also to graft an osteoperios- 
teal fragment into an animal’s eye. The graft lost 
all of its cellular elements and became a sequestrum 
which was actively resorbed by the new vessels 
until it was entirely replaced by young connective 
tissue. The young connective tissue then became 
changed and after five months was replaced by new 
bone. This process was repeated in 8 experiments. 

W. A. BRENNAN. 


Hiwatari, K.: Concerning the Nature of Trachoma; 
Together with a Contribution to the Normal 
Histology of the Conjunctiva. Arch. Ophth., 
1920, xlix, 82. 

In discussing the normal anatomy of the con- 
junctiva Hiwatari states there is no adenoid layer 
in the substantia propria, but instead numerous 
histiocytes of Kiyona and fewer plasma cells of 
Marschalk. The former were considered to be 
plasma cells, and thus confusion arose, the presence 
of so many so-called plasma cells leading to the use 
of the term ‘“‘adenoid layer.”’ Hiwatari found these 
histiocytes pre-eminently in the neighborhood of the 
blood vessels, while the typical plasma cells were 
a sparsely here and there in the subepithelial 
ayer. 

Follicles occur in the palpebral conjunctiva be- 
cause there the epithelial layer is thin and cylindrical 
while in the globe it is thicker and flat. In one 
instance the author discovered cylindrical cells in a 
single layer at the limbus and this fact he believes 
may account for the few isolated cases of follicles 
in pannus. 

The formation of follicles, however, is not the 
chief anatomical finding in trachoma. The pro- 
liferation of fibroblasts and the formation of scar 
tissue is equally as, if not more important. The 
fibroblasts are the earliest to proliferate and their 
proliferation is a sort of reaction on the part of the 
tissue to the trachoma virus. The contraction of 
the fibroblastic tissue shuts off the blood supply of 
the granules present, the granules soften, and a 
retrogressive metamorphosis takes place. 

Aside from the formation of follicles, the changes 
in the subepithelial tissue in trachoma consist of a 
chronic, granulating inflammation with an increase 
of lymphocytes, plasma cells, histiocytes, and young 
connective-tissue cells which finally leads to 
cicatrization. T. D. ALLEN. 


Gifford, S. R.: Atypical Coloboma of the Iris 
and Choroid. Am. J. Ophth., 1920, iii, 97. 


After reporting a case of atypical coloboma of the 
iris Gifford reviews and co-ordinates recent investi- 
gations on the embryology of the eye which show 
that in the normal development of the optic vesicle 
there are frequently other clefts in addition to the 
usual foetal cleft. Reference is made to Lindall’s 
extensive work in model making. In these models 
are found with remarkable constancy four distinct 
accessory clefts in addition to the normal feetal 


cleft. The persistence of any one of these would 
explain atypical colobomata in any direction. 
T. D. ALLEN. 


Smith, W.C.: Some of the Complications Follow- 
ing Foreign Bodies in the Eye. Internat. J. 
Surg., 1920, xxxiii, 59. 

Smith reviews the subject of foreign bodies in the 
eye, noting especially the most common positions 
of such bodies and the nature of the complications 
to which they give rise. He speaks of the necessity 
for care in the removal of bodies from the center of 
the cornea in order that undue injury and dimin- 
ished vision may be avoided. He calls attention to 
the fact that certain metals enter into chemical 
combination with the fluids of the eye. The soluble 
metallic salt is often extremely irritating and great 
me should be taken to remove every particle 
of it. 

Corneal abrasions, although most painful, are 
often very difficult to see. As an aid in the diagnosis 
a 2 per cent fluorescin sodium bicarbonate solution 
should be used to stain such an area. For the treat- 
ment of corneal ulcer Smith recommends aseptic 
cleansing and a tight bandage. In cases of infection, 
heat (about 150 degrees F.) is beneficial and not 
injurious to the corneal tissue. 

All patients with foreign bodies in the eyeball 
should be sent to an ophthalmic surgeon but if the 
foreign bodies are of steel and can be localized, an 
attempt may be made first to extract them with a 
giant magnet. T. D. ALLEN. 


EAR 


Lillie, H. I., and Barlow, R. A.: Mastoiditis, Acute 
and Subacute. Minnesota Med., 1920, iii, 23. 


This article is based upon a series of non-selected 
cases, 64 in number, which were operated on between 
July 1, 1917, and January 1, 1919. The age in- 
cidence in this series shows that mastoiditis is not 
confined to any one period of life. Relatively the 
same number of cases represented each of the first 
five decades. In 44 of the 64 cases the abscess in 
the ear had ruptured spontaneously before the ear 
was examined. 

The indications for operation in the series of 64 
cases were significant. In 40 cases the swelling be- 
hind the ear pushed the ear outward and the 
tenderness was exquisite. In other words, the 
majority of cases bore a diagnostic label. In 14 
cases the diagnosis was indefinite from a general 
standpoint, but definite as regards the ear, ex- 
tention of the suppurative process being plainly 
evident. 

The complete mastoid operation rather than 
simple mastoidectomy was done in all instances. 
The average time for complete healing (drying of 
the ear and closure of the posterior wound) was 
thirty-one days. The hearing was improved or 
remained the same as before the operation in all 
but 5 cases. 
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From their study the authors conclude: (1) 
that early vision of the drum membrane is impera- 
tive in inflammatory conditions of the middle ear; 
(2) that in cases of definite mastoiditis operation is 
indicated reasonably early, the mortality being 
practically nil in the uncomplicated cases; (3) 
that preservation of the hearing function is fairly 
certain. and (4) that secondary operation is rarely 
indicated if the mastoid process is exenterated 
completely. J. J. Kine. 


Twyman, E. D., and Giordano, A. A. S.: The Mas- 
toid Operation under !.ocal Anzsthesia; Re- 
port of 4 Cases. Mil. Surgeon, 1920, xlvi, tor. 


Six cases of otitis media in which there were 4 
cases of mastoiditis requiring operation came under 
the authors’ observation among 540 cases of in- 
fluenza treated at the U. S. Marine Hospital, 
Staten Island, N. Y. Local anesthesia was em- 
a in all of the mastoidectomies and proved 

ighly satisfactory. Although theoretically the fact 
that the enervation of the tissues is from various 
directions would make the method difficult, the 
smallness of the area and the readiness with which 
infiltration could be done rendered it very easy. 

The local anesthesia given consisted of an in- 
jection of % per cent novocaine solution with 
adrenalin and the administration of two hypodermics 
of morphine sulphate, % gr. one hour before and 
¥ gr. one-half hour before operation. The patients, 
who were young men between 21 and 29 years of 
age, made very little complaint during the treat- 
ment. There was little after-pain and in no case 
was additional morphine necessary. J. J. Kine. 


Glogau, O.: Radical Operation for Cholesteato- 
— Mastoiditis. N. York M. J., 1920, cxi, 
4. 

Glogau reports an interesting case of cholesteato- 
matous mastoiditis with a dead labyrinth and facial 
paralysis in a man 61 years old. During a radical 
operation an extradural abscess was discovered over 
the tympanic roof. The dura was covered with 
ea, and the facial nerve was exposed 

hrough the fallopian canal just beneath the external 

semicircular canal and above the oval window. All 
the ossicles were gone, leaving the oval window 
exposed. It was evidently through this region that 
the labyrinthine involvement had taken place. The 
next day facial paralysis had disappeared, but 
twenty-four hours after operation the abdomen be- 
came distended and the distention gradually in- 
creased until on the fifth day the patient died of 
paralytic ileus. O. M. Rorr. 


Glogau, O.: The Chances of Cure of Mastoiditis by 
Tentative Tonsillo-Adenectomy. Laryngoscope, 
1920, xxx, 83. 

Mastoiditis is due almost entirely to middle-ear 
suppuration, the infection being transmitted by 
the blood or the intervening aditus and antrum. 
Except for exanthemata, coryza, and accidental 


causes, middle-ear suppuration is due in great part 
to enlarged and diseased tonsils and adenoids. As 
the mastoid, antrum, aditus, middle ear, eustachian 
tube, and adjoining nasopharynx are lined by the 
same mucous membrane, the causal relation of 
diseased tonsils and adenoids to mastoiditis is 
apparent. Enlarged tonsils and adenoids interfere 
with the levator and tensor muscles of the soft 
palate. Therefore in the act of swallowing the 
pharyngeal orifice of the eustachian tube does not 
open wide enough and as a result rarefaction of the 
air, serum transudation, and infection occur in the 
middle ear. 

The removal of diseased adenoids and tonsils has 
been generally advocated as a prophylactic measure 
against acute middle-ear infections and as a curative 
measure in chronic infections because of the fact 
that the tonsillar crypts open into the supratonsillar 
fossa as well as upon the more exposed tonsillar sur- 
face. Since this fossa and the adjacent velar lobe 
are situated about % in. below the eustachian ori- 
fice tonsilliths and dried secretion may produce 
middle-ear disease by pressure or infection. Hence 
the need for total extirpation of the velar lobe and 
complete evacuation of the supratonsillar fossa. 

With Kerrison, the author holds that in acute 
tympanic disease offending tonsils and adenoids 
should be removed at the same time that the tym- 
panic membrane is punctured as the pharyngeal 
obstruction hinders tympanic resolution. In the 
small percentage of cases in which adenectomy in- 
duces tympanic inflammation the middle ear will 
be protected by drainage through the incision in 
the drum membrane. 

The author considers simultaneous operation on 
the tonsils, adenoids, and mastoid dangerous. In 
cases of acute mastoiditis and hypertrophied and 
diseased tonsils and adenoids in children not more 
than 8 years old he suggests a tentative tonsillo- 
adenectomy. The classic symptoms—high fever, 
sagging of the superior-posterior canal wall, tender- 
ness and pain over the mastoid region, and some- 
times redness and cedema—do not of themselves 
contra-indicate this operation. 

Contra-indications are present, however, in cases 
showing meningeal or septic symptoms or involve- 
ment of the labyrinth or sinus transverus, in cases 
in which bone necrosis is demonstrated by the 
X-ray, and in those in which streptococcus cap- 
sulatus is the predominant bacterium. In all of 
these the mastoid operation is indicated at once. 

Children upon whom a tentative tonsillo-aden- 
ectomy has been done should be kept under observa- 
tion in the hospital as symptoms may arise which 
make the mastoid operation imperative. Preceding 
the tonsillectomy counter-drainage is secured by 
puncturing the drum. The after-treatment con- 
sists of warm antiseptic irrigations within the middle 
ear, suction, the local application of heat, and general 
constitutional measures. When the adenoids alone 
constitute the obstruction the tonsils are not always 
removed, but when they are, the tonsillectomy is not 


j . 
Py 
he 
2 
| 
— 
| 
q 
iq 
t 
| 
«f 
| 
- 


SURGERY OF THE EYE AND EAR 485 


followed by any complications. If no symptoms 
develop other than the usual reflex ear pains, ex- 
pectant treatment is given. The first symptom to 
disappear with the ear pains is the fever. The ear 
discharge then ceases and there is gradual disap- 
pearance of the sagging of the canal walls, mastoid 
tenderness, redness, and oedema. 

Even if a mastoidectomy becomes necessary later 
the author believes that the tonsillo-adenectomy is 
of value as it hastens healing and recovery after the 


mastoidectomy and does away with the need of 
repeated operations for recurrent infection. If the 
middle ear is considered a nasal accessory cavity 
the tonsillo-adenectomy is merely an attempt to 
secure centripetal drainage. 

Tonsillo-adenectomy is logical because it estab- 
lishes drainage and removes the infective focus. 

Histories of 10 of the author’s cases are given as 
evidence of the value of the tentative tonsillo- 
adenectomy described. J. D. Coox. 


SURGERY OF THE NOSE, 


THROAT 


Hofheimer, J. A.: Emergency Suggestion—The 
“‘Neglected” Uvula. Internat. J. Surg., 1920, 
Xxxili, 39. 

After a brief résumé of the ane « ny and functions 
of the uvula, the author discusse. \.s various morbid 
conditions. 

The uvula may become too short through exces- 
sive operation or syphilitic or other ulceration. The 
curtain between the nasal and oral pharynx is thus 
made incomplete and regurgitation results. 

Elongated uvula is the common morbid type. 
This usually results from repeated inflammations 
due to neglected colds, excessive smoking, or 
irritating foods. Because the condition seems 
slight, the congestion is allowed to continue through 
neglect and the uvula’s pendant position prolongs 
it. Repeated attacks result in hypertrophy of the 
uvular mucous membrane but not of the muscular 
tissue. The resultant symptoms may be mouth- 
breathing, frequent desire to cough or swallow, 
nausea, induced or aggravated tonsil or adenoid 
disease, or asthmatic attacks. In an extreme case 
a portion of the uvula was partly swallowed and the 
muscles of the throat became temporarily fixed in 
tonic spasm. 

Phlegmonous uvula occurs mainly in cold weather 
in patients giving a history of attacks of rheumatism 
and whose throat cultures show the presence of 
staphylococci or streptococci. The inflammation 
usually begins in the peritonsillar tissue or soft 
palate. Later the anterior pillar and soft palate 
become tumefied and the convexity of the latter 
presents toward the oral cavity. The tumefaction 
may be slight or one which so closes the faucial 
isthmus as to render swallowing and respiration 
difficult. The latter type often presents a transient 
lockjaw, making operation difficult. In such cases 
a rectangular cut is usually made in the peritonsillar 
tumor to reduce the tumor and relax the jaws. The 
enlarged uvula is then removed. 

The infrequent adhesions of the uvula to adjacent 
portions of the mouth or pharynx usually follow 
syphilitic ulceration. The nasopharynx has been 
thus almost totally closed. Adhesion of the uvula 
to a tonsil may follow acute non-specific tonsillitis. 

Tuberculous, and more often syphlitic, ulcers may 
attack the uvula. Usually the point of this attack is 
at the juncture with the soft palate. One such case 
developed gangrenous demarcation and spontaneous 
amputation of the uvula in four days. Another 
ulcer at the edge of the bony palate burrowed up- 
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ward and developed a fistula into the nostril. Later 
this fistula was partly filled by granulations. 

Congenital malformations of the uvula are rare, 
the most usual being the bifid form. 

The not uncommon uvular paresis generally in- 
volves the velum palati and results from a central 
brain lesion, diphtheria, facial paralysis, local dis- 
ease, or growths. It may be unilateral, bilateral, 
partial, or complete. When unilateral, the uvula, 
often with the entire velum, is drawn toward the 
unaffected side, the faucial arch of which then 
appears narrower while that of the opposite side 
appears wider. This distortion is increased during 
swallowing and speaking. In bilateral paralysis the 
uvula shows no voluntary action, flaps with the 
motion of the breath, and is often the cause of 
snoring and spasms of coughing. 

Primary cancer of the uvula is rare but extension 
from the soft palate, tonsil, or antrum is more fre- 
quent. Of the two predominant types, the epithelial 
is more frequent than the medullary. Early differ- 
entiation from syphilis is possible only by tissue 
examination or a Wassermann test. The prognosis 
is encouraging only when the involvement is 
limited to the uvula. 

Vascular conditions in the uvula rarely require 
treatment, as congestion with hypertrophy usually 
results only in capillary formation. The author’s 
one case of varix showed worm-like vessels extend- 
ing upward over either faucial arch. Under cocaine 
anesthesia, silk ligatures were passed through the 
velum and brought back on either side so that they 
encircled the varix and controlled possible hemor- 
rhage. The uvula was then ablated and the stump 
drawn together with fine silk. There was no marked 
hemorrhage and the varix largely disappeared. 

For the usual ablation of the uvula the author 
uses a long-handled, mouth-toothed forceps and long, 
blunt-pointed scissors curved on the flat. The parts 
are anexsthetized and the tongue depressed with an 
ordinary depressor. The uvula is then grasped by 
the tip with the forceps and by gentle traction is 
made to present a concavity upward. In this way 
the area where the muscle fibers end and the 
hypertrophied mucous membrane begins is brought 
out sharply. Here the cut is made with the scissors 
held at an angle and with their concave surface up- 
ward. This angular cut leaves the raw surface 
directed backward where it is protected during 
swallowing by the pharyngeal wall. The bleeding 
is usually slight. If free, it is stopped by a topical 
application of thromboplastin. A few days later 
4 per cent silver nitrate is applied. J. D. Cook. 
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Chlorazene is the simplified Dakin anti- 
septic. 

No laboratory apparatvs nor involved and 
technical process is required for its use. 
Chlorazene may be used in twice the strength 
of the sodium hypochlorite solutions without 
irritation. 

Chlorazene is stable—it will keep indefi- 
nitely, 

Irrigative solutions for use according to the 
Carrel-Dakin method may be prepared with 
Chlorazine promptly and economically. 
Hospital Package No. 1 of Chlorazene 


Powder makes 4 gallons of 0.25 per cent 
solution and costs only 68 cents net. 
Chlorazene Tablets have a wide range of 
usefulness in surgery and general practice. 
One tablet dissolved in one ounce of water. 
makes a 1 per cent. solution and is used for 
cuts and wounds, boils, carbuncles and ulcers. 
and skin affections. r 
One tablet dissolved in 4 ounces of water 
(% per cent. solution) is eflective as a gargle, ' 
mouth wash and nasal douche. : 
As a vaginal douche four tablets are used to 
a quart of water. 


Send for interesting booklet 


THE ABBOTT LABORATORIES 


New York Seattle San Francisco Los Angeles Toronto Bombay 
CHLORAZENE Surgical Cream 
CHLORAZENE Surgical Gauze 


CHLORAZENE Surgical Powder 


CHLORAZENE Tablets 


Aromatic CHLORAZENE Powder 


Druggists 
are 
stocked 
with 
Chlora- 
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